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Symposium 


on Glaucoma 


Etiology and Diagnosis 


JOHN W. GEIGER, D.O., F.0.C.O. 
Kansas City, Mo. 


The human race is known to have been subject to 
«laucoma for thousands of years. The Greeks gave 
the disease its name, described very well its clinical 
characteristics, and gave many remedial suggestions. 
Very little, however, was said about its cause. Today 
vhen one prepares a discussion about this disease the 
yattern follows almost the same formula: One is able 


'o describe its clinical nature and its diagnostic char- . 


.cteristics yet is perhaps no better off than the Greeks 
in appreciating the exact etiology and pathogenesis of 
laucoma. 

Ophthalmologists, must ever keep foremost the 
possibility of its presence for glaucoma is responsible 
for 11 per cent of the blindness in this country. 
Today some 26,000 people are dwelling in a world of 
perpetual night because of it. One fourth to one third 
of all the blindness encountered after the age of 45 
is due to its destructive work and 58 per cent of all 
blindness encountered between 60 and 75 years of age 
is due to its inroads. These figures do not include the 
150,000 people blind in one eye because of glau- 
comatous damage, nor do they include the thousands 
who have lost enough vision to be seriously handi- 
capped. 

Glaucoma is a disease which manifests itself in 
later life. Although statistical surveys vary, its be- 
ginnings occur most commonly during the fourth 
decade of life, with about 55 to 60 per cent of all 
cases appearing between the ages of 40 and 65. Acute 
congestive glaucoma appears to have a predilection 
for the older age groups. 

With the extreme intermingling that the human 
species has undergone through the centuries, the 
genetics involved in a given case of glaucoma is almost 
impossible to evaluate. Glaucoma, eugenically speaking, 
however, is to be considered a deterrent when a patient 
with the disease whose family exhibits glaucoma as a 
dominant trait wishes to marry into another family 
with glaucoma. The disease is dominant and con- 
tinuous, and may be transmitted by both sexes. 

The disease seems not to be particularly partial 
to either sex although the female seems more prone 
to develop the acute congestive type. As a general 
average about 55 per cent of the glaucoma sufferers 
are hyperopic (greater than +.50 diopters). The re- 
mainder are emmetropic (between —.50 diopters and 
+.50 diopters). Because of these figures some authori- 
ties feel that the hyperope is more prone to develop 
glaucoma. However, since Jackson' found that 70 per 
cent of the 30 to 40 year age group of the general 
population were hyperopic and 18 per cent were 
myopic, it would seem that the myope is just as liable 
to suffer the ravages of glaucoma as is the hyperope. 
Knapp? calls attention to the fact that with glaucoma 
in the highly myopic individual, the tension tends to 
be low even with progressive field deterioration. He 
describes interestingly these results in thirty-three cases 
of glaucoma in high degrees of myopia. 

Because of the relative—and the term is used 
very loosely—similarity between primary and_sec- 


ondary glaucoma, this discussion will be limited to 
primary glaucoma. By this action I do not mean to 
imply that secondary glaucoma is of minor importance ; 
rather the action is taken as a means of keeping this 
part of the Symposium within the bounds of com- 
fortable discussion. As Duke-Elder® states: 

It is true that all cases of glaucoma are secondary to 
some condition or other, so that such a classification is unreal 
and unscientific in so far as its boundaries are drawn not by 
natural phenomena but by the state of human knowledge; but 
at the present stage it forms the most useful basis for 
description and clinical study. 

That there is a tremendous volume of literature 
about the theoretical and conjectural cause of primary 
glaucoma is well known. Perhaps this is a healthy 
state of affairs since it does show the intense desire 
of the research ophthalmologist to find an adequate 
explanation of the pathogenesis of glaucoma thus pro- 
viding the practicing ophthalmologist a basis on which 
to formulate his plan of management of the disease. 
At the same time, however, a relative state of con- 
fusion is nurtured by these divers concepts and their 
varied interpretations in the light of clinical practice. 
Certain of these theories, and in some cases portions 
of a single theory, have been seized upon and made 
the basis for an etiological classification of the condi- 
tion while other parts have been ignored, even though 
their relative value is great. 

At this point it might not be amiss to review briefly 
the physiology of the intraocular fluids and of the 
normal intraocular pressure. 

Normally the intraocular pressure ranges from 
about 18 to 25 mm. of mercury. During the 24 hours 
of the day there are slight variations of about 2 to 3 
mm., the pressure usually being highest in the early 
morning and lowest in the late afternoon. In the 
normal person with no tendency to glaucoma the 
normal intraocular pressure persists throughout life. 

The slightly distensible coat and the solid, semi- 
solid, and liquid structures which it contains make up 
the physical construction of the eyeball. The pressure 
in such a sphere is produced by the elasticity of its 
coat and by the volume of its contents. In the eye the 
slightly distensible coat is made up of the sclera and 
cornea. The solid contents are the retina, uvea, and the 
lens. The vitreous is the semisolid component and the 
blood and aqueous are the liquid components. The 
sclera and cornea are distensible to a remarkably slight 
degree. Duke-Elder,* using Koster’s figures, found 
that the increase in volume of the eye is only 0.007 
per cent of the original volume when the pressure is 
raised from 13 to 70 mm. of mercury. 

The effects of the semisolid. and solid contents 
on the intraocular pressure can be seen when the 
eye is excised or exsanguinated. When this is done 
the pressure sinks to 10 mm. of mercury and maintains 
this level until disintegration of the tissue sets in, 
whereupon it sinks to zero. This residual tension (10 
mm.) must thus be maintained by the elasticity of 
the sclera and cornea compressing the solid and semi- 
solid contents. The difference between this residual 
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10 mm. and the average normal of 18 mm. or 20 mm. 
must therefore be maintained by the blood and the 
aqueous. To quote Duke-Elder :° 

On allowing the flow of blood to resume in the exsangui- 
nated eye, as, for example, on ligating and then freeing the 
carotid, or on exsanguination and subsequent perfusion, the 
vascular channels are refilled, and, since the external coat is 
only feebly distensible, the entrance of additional fluid involves 
a rise of pressure. In this way the feeding arteries pile up 
pressure, and the intra-ocular pressure therefore rises until 
a point is reached when an adequate circulation is maintained. 
At this point the pressure equilibrium is established . . . 


The blood and aqueous would thus seem to be 
the two most important factors in the maintenance of 
intraocular pressure. The ultimate height of the intra- 
ocular pressure is determined by two mechanisms, each 
representing certain physical forces. The first is the 
hydrostatic-osmotic equilibrium. To again quote Duke- 
Elder :° 

. the ultimate height of the pressure in the chambers 
of the eye was determined by the hydrostatic pressure in the 
capillaries minus the difference in osmotic pressure between 
the aqueous humor and the capillary plasma. If we put the 
lateral component of the hydrostatic pressure in the capillaries 
at about 50 mm. Hg, and the difference between the osmotic 
pressures of the two fluids at 30 mm. Hg, the resultant 
pressure in the chambers of the eye will be 20 mm. Hg. 


The second is the safety valve mechanism of the 
canal of Schlemm. For the maintenance of a continu- 
ous circulation there must be a gradient of pressure 
within the eye. The arterial pressure within the eye 
must be higher than the capillary, the capillary must 
be higher than the venous, and the venous must be 
higher than the intraocular pressure. If the intra- 
ocular pressure were to rise above the venous pressure, 
the thin-walled veins would collapse. In the intra- 
ocular arteries the average pressure is given at 88 mm. 
of mercury systolic and 64 mm. of mercury diastolic. 
For the capillaries the pressure is about 50 mm. of 
mercury. In the vortex veins the pressure is about 9 
mm. to 15 mm. of mercury higher than the pressure in 
the anterior chamber. The pressure in the intrascleral 
veins, which include the canal of Schlemm, averages 
about 1.5 mm. of mercury higher than the intraocular 
pressure. 

Theoretically the safety valve mechanism of the 
canal of Schlemm operates as follows: The ordinary 
renewal and removal of the fluid within the eye is 
determined by the dynamic equilibrium existing on 
either side of the capillary walls between the balancing 
hydrostatic and osmotic pressures. In conditions of 
raised intraocular pressure—normally occurring, for 
instance, during the action of the pulse, respiration, 
and the action of the extrinsic eye muscles—the pres- 
sure in the anterior chamber is temporarily raised 
above that in Schlemm’s canal. Fluid is thus forced 
out of the anterior chamber into the canal until the 
pressure is reduced to normal. 

All of the theories about the etiologic mechanisms 
of glaucoma have been reviewed extensively over the 
years and many of these reports are excellent and 
complete. Perhaps one of the best was prepared some 
20 years ago by Gifford. Another excellent review 
was made by Thiel’ at about the same time. Of 
course, the height of the intraocular pressure is de- 
termined by the amount of tension exerted on the 
sclera and cornea by the intraocular contents, as 
previously discussed. Because of this fact, most of 
the theories explaining the causation of glaucoma have 
been built around some one or all of these structures, 
i.e., the vitreous, choroid, ciliary body, iridocorneal 
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angle, aqueous, and the sclera itself. In general the 
theories will fall into one of the following groups: 
(1) the retention theories based on either partial! 
or complete blockage of aqueous drainage; (2) thos 
theories based upon an oyerproduction of aqueous 
and (3) those theories which emphasize an increas: 
in volume of one or more of the intraocular structures. 
One final theory, which does not fit into any of the 
groupings just mentioned, presumes that there is a cen 
tral disturbance of the control mechanism which regu 
lates the physiologic tonus of the eye at a relativel) 
constant level. 

The first three of these theories attempt an ex 
planation of the glaucomatous state on the basis of : 
disturbance or change in some one or several of th: 
ocular structures. The last postulate will be mentione: 
later in this discussion. These explanations, especially) 
those which have vascular instability and embarrass 
ment of the circulation and drainage of the aqueou- 
as their basis, have much evidence in their favor bu: 
they fall short of the goal, as do all present theories 
of a complete and full etiological explanation. To quot: 
Duke-Elder :* “It is possible—indeed probable—tha: 
these two factors—the complex systemic control of th. 
normal physiologic values, and subtle local changes ii 
the mechanism of ocular permeability—have much t 
do with the aetiology of glaucoma.” 


The glaucomatous eye most probably is just a red 
light which is pointing out the presence of a far mor 
involved and subtle abnormality; it shares a part of 
this same abnormality of the rest of the body by 
reacting with an increase in tension, loss of vision, 
and other classical clinical symptoms. In this connec- 
tion Duke-Elder® warns: 

The danger, of course, in studying so vast a problem is 

that in trying to unravel its intricacies we tend to become so 
specialized, each in our particular pursuit, that a broad and 
comprehensive view of the whole becomes increasingly difficult 
Vascular events monopolize the attention of this investigator, 
the angle of the anterior chamber of that other. . . . To make 
advances in knowledge, specialization on minutae is undoubtedl) 
necessary, but we must beware lest, in the expanding sphere 
of thought, each individual discipline move steadily away not 
only from a unifying and co-ordinating philosophy but from 
cognizance of each other, so that the value of each is vitiated 
by the exaggeration of its devotees and its contribution to the 
solution of the problem as a whole is lost . . . 
Primary glaucoma is still an enigma about which a 
great deal is still to be learned. Present knowledge 
warrants only the obvious conclusion that it is not one 
single entity but an aggregation of loosely related clini- 
cal responses which form what is known as a picture 
of the disease. 

In order to apply therapeutic principles, knowl- 
edge of the clinical picture of the disease is necessary. 
But first a classification of the general types of pri- 
mary glaucoma will be needed so that there may be 
a working plan for diagnosis. Many classifications 
have been proposed, from the “hemostatic” and 
“lymphostatic” forms of Heerfordt'® to the “compen- 
sated” (chronic simple) and “incompensated” (chronic 
congestive) glaucoma of Elschnig.1t Raeder™ was 
first to suggest a classification of glaucoma with the 
depth of the anterior chamber as its basis. In this 
country this grouping has been almost universally 
adopted. Barkan,’* Sugar,“ and Kronfeld™ have 
further described and discussed this classification in 
which the name “wide-angle” and “narrow-angle” 
glaucoma are used. 

This last classification is perhaps a good diag- 
nostic and therapeutic one but it causes some confusion 


‘ 


Eye, Ear, Nose and Throat 
Vol. 7, No. 1, April, 1951 


when used to the exclusion of all other classifications 
since it implies an etiologic basis for the disease. 
Troncoso™® has said, “. . . shallowness of the angle 
-hould be considered as a predisposing cause and not 
_ . as the primary cause of acute hypertension.” 
angerter and Goldmann™’ have shown that about 60 
er cent of normal eyes fall into the intermediate- 
ngle group, 22 per cent into the wide-angle group, 
nd 18 per cent into the narrow-angle. For more 
‘neral coverage of the clinical course of the disease 
he older grouping of chronic, chronic congestive, and 
cute congestive glaucoma seems to be more useful 
ad it avoids the implication of an etiological classi- 
cation. 

One might even go so far as to further simplify 
he diagnostic problem by using acute and chronic as 
lassifications. Even with this nomenclature one has 
ifficulty classifying the types of glaucoma met with in 
ractice. Acute congestive glaucoma manifests itself 
o emphatically that it is almost self-defining. How- 
ver, chronic simple glaucoma, strictly speaking, 
hould include only those cases which have never had 
-ubjective symptoms, except changes in the visual 
fields and positive provocative tests. Any attempt to 
iold to a rigid classification seems, except perhaps 
for statistical purposes, almost a waste of diagnostic 
energy. 

I am sure that everyone is familiar with that 
terrifying picture known as acute glaucoma. Although 
the symptoms may vary in severity, the classical pic- 
iure of excruciating, almost unbearable pain, reduction 
in vision, haziness of the cornea, and dilated pupil 
leaves no difficulty in making a diagnosis. How differ- 
ent the chronic type, especially in the early stages 
when the process is most generally characterized by 
its lack of symptoms both subjectively and objectively. 
Indeed this lack of visible alterations in the eye, either 
in anterior or posterior segment, complicates clinical 
investigation to the extent that uncertainty is often 
the only conclusion. One must feel, however, some 
degree of responsibility for diagnosing its presence 
or absence. If the condition is present and not diag- 
nosed, the patient is practically condemned to eventual 
blindness. If the eye is free of the disease whose 
presence is assumed, the patient will be burdened with 
an indefinite period of medical and sometimes surgical 
treatment, which can be exhausting both psychically 
and financially. In addition, one cannot have a patient 
undergo an extended period of observation for diag- 
nosis without similar dangers. 


Incipient glaucoma of the chronic type poses one 
of the most difficult diagnostic problems in. ophthal- 
mology. Because of the utter lack of subjective 
symptoms and the dearth of objective symptoms, one 
needs some means of provoking a response from the 
suspected eye so that a definite conclusion may be 
reached. This is usually the situation that arises: 
A patient seeks consultation because of some vague 
ocular symptoms which suggest the possibility of 
glaucoma, but upon repeated examination the eyes 
show normal ocular tension, normal fields, and a 
normal anterior and posterior segment. In such cases 
one must resort to some test which throws a strain 
on the mechanism which maintains normal ocular ten- 
sion within a physiological range. (This is the fourth 
theory which failed to fit into the three general group- 
ing previously mentioned.) While there is no proof 
that such a mechanism exists nor is its exact nature 
known, a great many observers believe that such a 
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regulatory apparatus is present in a distorted form in 
chronic glaucoma. To benefit from these tests, one 
must, of course, accept this theory at face value. 
However, repeated confirmatory response from known 
glaucomatous eyes has fairly well substantiated the 
clinical validity of these tests. 

These provocative tests have been used for a 
great many years in one form or another. Many of 
the older ones, such as the dark room test devised 
by Seidel,’* are performed by measuring the tension 
of the eye suspected of glaucoma before and imme- 
diately after the patient has been seated in a com- 
pletely dark room for 1 hour. The occurrence during 
this period of an appreciable rise in tension is usually 
considered indicative of the presence of chronic simple 
glaucoma. According to Duke-Elder’® such a rise in 
tension must be more than 6 mm. of mercury to be 
significant. The caffeine test, another of the older 
group, is usually performed by having the patient 
drink two large cups of black coffee in quick suc- 
cession. The tension is measured before drinking the 
coffee and every 15 minutes thereafter for 1 hour. 
Again according to Duke-Flder,’® a rise in tension 
may reach 15 mm. to 20 mm. of mercury in a glau- 
comatous eye. The relatively dangerous mydriatic test 
is performed by studying the eye following the in- 
stillation of one drop of 1 per cent Paredrine or 
Euphthalmine usually repeated two to three times 
at 10 minute intervals. The tension of each eye is of 
course measured before the first drop of medication 
is instilled and then at 30 minute intervals for 3 hours 
thereafter. Homatropine hydrobromide has so intense 
and prolonged an action that its use may precipitate 
acute congestive glaucoma. None of these described 
tests is consistent in the strain they place on the regu- 
latory mechanism. Furthermore, the strain is either 
too weak or too inconsistent in its effect to be of 
diagnostic value. In fact the results of these provoca- 
tive tests are so uncertain that one does not dare 
deny the existence of glaucoma despite negative results. 

Some 5 years ago Bloomfield and Lambert*’ 
suggested a test which combined the cold pressor test 
of Hines and Brown™ and the jugular compression 
test of Schoenberg.** This test provides a method for 
measuring the ability of the eye to maintain a rela- 
tively stable tension in the presence of sudden, tran- 
sient ocular hyperemia. The presence of a defective 
regulation of pressure associated with chronic glau- 
coma is demonstrated by causing a transient, abnormal 
rise in intraocular pressure. This lability test, as it 
has been named, is performed as follows: First, 
tonometer readings are taken of each eye to be tested. 
Next, the cuff of a blood pressure manometer is 
placed loosely around the patient’s neck, making sure 
that the bladder in the pressure cuff is placed anteri- 
orly on the neck so that both jugular veins are 
compressed simultaneously. One of the patient’s open 
hands is then immersed up to the wrist in a basin 
of ice cold water; at the same time the cuff of the 
manometer is inflated to a pressure of 50 mm. to 
60 mm. of mercury as recorded on the attached 
sphygmomanometer scale. At the.end of exactly 60 
seconds the ocular tension is again taken and recorded. 
The hand is then withdrawn, and the pressure cuff 
removed. The test is complete. In all cases the tension 
has returned to its original level immediately. This 
test has been performed on many patients without 
any sign of serious reaction or undue discomfort. It 
is important, according to the authors, that the water 
be ice cold and that the pressure in the cuff be main- 
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tained at just below 60 mm. of mercury until after 
the tension is recorded, which should be after exactly 
1 minute. 

Bloomfield and Kellerman?* found that in a large 
group of glaucomatous eyes this test showed rises 
in tension of 9 mm. of mercury or more in 91 per 
cent of the eyes tested. When the height of the ten- 
sion was used as a criterion, 91 per cent of the eyes 
also showed a rise above normal limits. 


Several other provocative tests have proved of 
value in early chronic simple glaucoma. Diurnal 
variations in the intraocular pressure are abnormally 
large in eyes with chronic glaucoma. To perform this 
test the patient must be hospitalized, medication of all 
types discontinued, and the tension of each eye re- 
corded every 4 hours for a consecutive period of 24 
hours. A difference of over 10 mm. of mercury 
between the highest and lowest tonometric readings 
is usually considered abnormal. Most variations are 
greater than this amount, however. The water drink- 
ing test as developed by Marx™ is of value as applied 
to the eye by Schmidt.** This test is performed by 
having each patient drink a quart of water rapidly 
before breakfast. The tension is recorded before 
drinking the fluid and again at 15 minute intervals 
for 1 hour. A rise of more than 8 mm. of mercury 
during this test is taken as very suggestive of the 
presence of chronic simple glaucoma. This test is 
valuable when used in conjunction with the pressor- 
ongestion test previously mentioned. Both of these 
tests are extremcly time consuming for the busy prac- 
titioner; as mentioned, it is almost impossible to per- 
form the diurnal rhythm check without hospitalization. 
The water drinking test is also time consuming and 
must be instituted early to avoid ingestion of the water 
close to the time of food intake. 


Excessive lability of the intraocular pressure is 
undoubtedly one of the earliest manifestations of 
glaucoma. In its early stages glaucoma will never be 
easy to discover and the lability test can probably 
do no more than indicate a variable in one of the 
phases. In cases of questionable early glaucoma the 
lability of tension will never be great since fairly 
active compensatory factors are still at work. But 
any small amount of information gained will be of 
great help early in the condition. 


In summarizing the findings on incipient glau- 
coma, three characteristics stand out: first, the greater 
lability or instability of the intraocular pressure 
(which is more constant at certain times of the day) 
despite the fact that the lower readings obtained are 
within the normal limits; second, a gradual increase 
in the intraocular pressure above that which the par- 
ticular eye can stand without damage to its function; 
and third, the appearance of these changes, except 
in rare cases of juvenile glaucoma, at about the age 
of 40. 

Fortunately for the ophthalmologist’s diagnostic 
reputation but unfortunately for the patient’s visual 
good, most patients present themselves after the eye 
has suffered considerable damage. Increased intra- 
ocular tension is relatively apparent on casual tonom- 
etry and most patients are aware of some vague visual 
difficulty. “I have had three pairs of glasses in the 
past year, doctor, and none of them seem to work 
right, especially the bifocals.” “When I go into the 
movies, I can’t see for 10 minutes.” “Last week when 
I had the argument with the landlady about the cold 
rooms and got so excited, | had a headache over my 
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eyes for the whole day.” “I notice I have trouble 
driving at night; can’t see as well as I used to and 
the lights seem to have a colored glow around them.” 
Such statements are, of course, significant as subjec- 
tive complaints and it is beneficial and -revealing to 
allow the patient to talk, every elicited clue being a 
material gain in the assessment of the condition. 


There is a great deal to be said about intraocular 
tension in primary glaucoma. Some even feel that 
other disturbances play a more important role in the 
clinical picture of the disease process. It is known that 
intraocular tension varies in normal eyes, but seldom 
more than 4 mm. of mercury during 24 hours. How- 
ever, in a given individual the intraocular tension 
varies very, very little, if at all, between the two eyes. 
Indeed when a significant difference in the tension 
is registered by careful tonometry of the two eyes 
of the same patient, it is presumptive evidence of 
incipient glaucoma even though the level of the intra- 
ocular tension in the two eyes is not greatly elevated 
or is even within high normal limits. Strictly speaking, 
an elevation of tension which is equal in both eyes 
has little significance compared with the inequality 
of the tension in the two eyes. 


It has been observed in respect to intraocular 
tension that the height of the tension has little to do 
with the type of glaucoma or the extent of its patho- 
logical effects. Despite normalization with miotics or 
surgery certain patients will continue to show pro- 
gressive and irrevocable loss of vision with appar- 
ently normal intraocular tension. Some eyes, even 
after reaching amazingly high levels of tension, will 
show no apparent damage while other eyes with only 
moderate increases will undergo an acute crisis. Still 
others will progress rapidly to complete blindness with 
only intermittent episodes of elevated tension. This 
inconsistency in intraocular tension may well be a 
confirmation of the supposition taken by some men 
that the increase in intraocular tension in the early 
stages of the disease may be a compensatory mechan- 
ism, serving a beneficial purpose in aiding the normal 
metabolic conditions in the eye. 

In addition to obtaining a complete history, mak- 
ing a careful estimation of the refraction with a 
check on the state of presbyopic correction in respect 
to age, and taking thorough tonometric readings either 
with or without provocative tests, no investigation is 
ever complete without visual field studies. Of course 
as soon as the field loss sets in it is quite definite 
that the limit of the eye’s ability to compensate for 
the increased tension has been reached; glaucoma is 
not just beginning, it is fairly well established. Elicita- 
tion of field changes, as Traquair*® states, are mainly 
useful in supporting and confirming rather than in- 
itiating diagnosis, however. To make a positive diag- 
nosis of glaucoma from perimetric and tangent screen 
measurements alone is a dangerous conclusion. 


Just what may one expect to find from a visual 
field examination of a suspected case of primary 
glaucoma? Variations are found in every case and 
they may take many forms from person to person. 
In spite of this fact there is a certain consistency in 
field changes that varies little in its basic form from 
case to case. The field changes in glaucoma are char- 
acterized by nerve fiber bundle defects following in 
a fairly constant manner the coursing of the retinal 
nerve fibers from the periphery toward the disk. To 
analyze the findings it is first necessary to plot roughly 
the retinal nerve fibers and the retinal blood supply 
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so that their responses, when affected by the disease 
process, will be more readily recognized. Posner and 
Schlossman?’ have suggested a relation of the nerve 
fibers to one another and to the vascular tree. 

Field studies, to be of any value in assessing the 
damage done by an early glaucoma, take considerable 
time and painstaking effort. But of all clinical pro- 
cedures performed, they, if done meticulously, will 
«ve the most satisfactory insight into a given case. 
‘ mphasis should be placed on several points in the 

hnic of field examination. One should first make 
rtain that the patient is comfortable and is not tired 
‘ver a day’s endeavors. The chart should have stand- 
dized illumination and this same intensity of illumi- 
tion should be kept for all succeeding field ex- 
iinations that may be given to a particular patient. 
(ne should begin with a fairly large target and work 
~sccessively down to a small target, perhaps three 
i) all. All subsequent examinations of this patient 
.hould be repeated with the same sequen¢e and size of 
rgets. These points may all seem superfluous, yet 
unless performed under these conditions field studies 
are of little diagnostic value. It is important not to 
waste the time of the examiner or the patient on a 
diagnostic procedure which has no point or value. 

Before further discussion of the particulate com- 
ponents of a glaucomatous field, several general points 
should be emphasized. Perimetric studies in primary 
glaucoma most often reveal a general depression with 
peripheral contraction which is most evident in the 
nasal side of the field. In addition, relative scotomata 
appear and disappear in the central fields. These 
changes are most readily demonstrated with small 
test objects. Lesions are not entirely due to the pres- 
sure factor alone but in some cases the vascular ele- 
ment is of prime importance. Often these scotomata 
are seen and exhibited independently of the tension 
of the eye and they will occasionally progress even 
after the tension is brought under control. 

In summation, all visual field studies should be 
performed under controlled and identical conditions. 
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The wide variety of patterns that are so often found 
may be broken up into component units which are 
relatively characteristic of the disease. Early glaucoma 
will show relative scotomata following the course of 
the retinal arterial supply, especially the superior and 
inferior temporal branches of the artery; slightly later 
will come the generalized contraction of the field, 
especially to small test objects. As more damage is 
suffered by the nerve fiber bundles one will see the 
arcuate scotoma of Bjerrum with the nasal field 
defects. 


The etiology and pathogenesis of primary glau- 
coma is still an excellent subject for ophthalmological 
debate. One may, however, feel relatively safe in con- 
cluding that a multiplicity of factors make up the 
picture which is recognized as the clinical form of 
the disease. Most important of these factors is per- 
haps the failure in the maintenance. of a normal 
physicochemical balance and a perversion or complete 
loss of the central control over these local processes. 


In spite of its value in the over-all picture of 
the condition, the etiology of the pathological changes 
which are recognized in their gross form as primary 
glaucoma is far overshadowed in importance by the 
need for recognition of the disease in sufficient time 
to offer the patient every possible opportunity to 
forestall or bring to a stop the damage which the 
disease will eventually cause. Diagnosis early in the 
condition poses many difficulties. Strictly speaking 
there is no certain measure of the presence of glau- 
coma. Yet one must consider every manifestation, 
both subjective and objective, with a strictly analytical 
approach characterized most essentially by thorough- 
ness in every detail and attention to seemingly incon- 
sequential phases. Finally, an assessment of the 
completed: study must be made with the terribly in- 
sidious nature of the disease ever uppermost in the 
mind. 


25 E. 12th St. 
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The medical treatment of glaucoma today, imper- 
fect and inadequate as it is, represents the sum of 
knowledge gleaned from more than 2,000 years of 
recorded observation and experience with this disease. 
During this long period succeeding generations con- 
tributed their best thought to the problem and slowly 
but perceptibly amassed a wealth of data, clinical facts, 
and technics which gradually paved the way for the 
present conception of glaucoma and provided a basis 
for present-day management and treatment of the 
disease. 


The evolution of medical thought as it relates to 
glaucoma is interesting from a historical standpoint 
and is valuable as a background for the therapeutics 
to be discussed. It would seem appropriate, therefore, 
to preface my remarks with a brief account of the out- 
standing highlights which have definitely contributed 
to modern therapy. 


HISTORY? 5 

Knowledge of glaucoma dates back to the writings 
of Hippocrates, about 400 B.C. Hippocrates is credited 
with having named the disease which he described as 
characterized by hypertension and a tendency to termi- 
nate in blindness. For many centuries the Greeks con- 
tinued to use the term glaucoma but included under 
this name all incurable opacities which were situated 
behind the pupil and which led eventually to blindness. 
According to their conception the unfavorable termina- 
tion of an ocular disease was considered to corroborate 
a diagnosis of glaucoma while an unexpected favorable 
termination contradicted such a diagnosis, if previously 
made. There appeared to be no effective therapy in 
this era—blindness was considered inevitable. 


In the fourteenth century the Arabians did con- 
siderable theorizing concerning the nature of the 
disease. They described it as a “migraine of the eye”’ 
or a “headache of the pupil” which, when chronic, was 
characterized by tenseness of the eye and ultimate 
blindness. The same hopeless attitude toward treat- 
ment for the disease continued throughout this era and 
in fact persisted until the early part of the nineteenth 
century. 

The first reference to an effective therapy similar 
to present-day technics appeared in 1830 when Mac- 
kenzie is reported to have advocated and practiced a 
paracentesis, or a sclerotomy, for the relief of glau- 
coma. From that date forward a more imposing list 
of discoveries and developments is encountered, mark- 
ing the end of total defeatism in dealing with the 
disease. 

In 1851 Helmholtz introduced the ophthalmoscope 
which provided the first opportunity for study of the 
interior of the living eye. The cupping of the optic 
disk was then discovered and optic nerve damage and 
other intraocular pressure effects were noted. These 
discoveries not only threw new light upon the character 
and nature of the disease but gave impetus to renewed 
efforts, mainly by surgical means, to relieve intraocular 
tension and thus prevent destruction of the eye. 

Von Graefe’s iridectomy for the relief of glau- 
coma, a classical operation even today, appeared in 
1857. The next year Critchett devised the first iris- 
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inclusion operation, the iridodesis. This latter pro 
cedure was short-lived at the time but was revived in 
the early part of the twentieth century as surgic;! 
technic improved and as surgical asepsis came int» 
being. Modifications of the operation were develope | 
by Herbert, Lagrange, Holth, and Borthen. Finall, 
in 1909 Elliot introduced the technic of the scler« 
corneal trephine. 


While these procedures are all surgical, and a 
such have no place in this discussion, they are perti 
nent here because each served to direct attention 1. 
the filtration angle as a determining factor in, if ne 
the primary cause of, glaucoma. Furthermore, they di! 
much to stimulate the search for other and less radic:! 
methods and modalities for effecting an improve 
drainage of ocular fluids in the presence of glaucom: 


The early successes obtained by these procedure 
were somewhat startling and revolutionary in vie\ 
of the previous conception of a hopeless malady. Con 
sequently for many years thereafter all research activit 
was directed toward a search for the cause and natur: 
of this filtration angle difficulty and for therapeuti: 
means for correcting it. 


An important step in this direction was made i: 
1873 when Leber described the preferential channe! 
of exit of the intraocular fluid at the iris angle. Four 
years later (1876) Knies demonstrated that obstruction 
of the angle by inflammatory processes resulted in 
glaucoma. In 1877 Weber found that the angle could 
also be blocked by enlargement of the ciliary body. It 
was Priestly Smith,* in a work published in 1879, who 
firmly established the theory that obstruction of the 
intraocular fluid exit plays a primary part in the eti- 
ology of glaucoma. This theory dominated medical 
thinking for a long time and initiated a basis for the 
most effective local treatment for glaucoma known 
even today. 

The history of this period is replete with theories 
advanced to explain angle obstruction, some of which 
bear a very definite relation to modern medical therapy. 
Among the causes given were swelling of the vitreous 
body, swelling of the lens, swelling of all ocular tissues 
due to increased alkalinity of blood, alteration in 
permeability of the hyaloid membrane, increase in 
protein content or retention of mucin, and alterations 
in osmosis. More recently described were a general 
toxemia, a vasomotor instability and vascular stasis, 
a disturbance of membrane-system forming the tissue- 
aqueous barrier, disturbance of the venous capillary 
circulation, disturbance of the drainage system of the 
intraocular fluids, and finally the formation of hista- 
mine-like substances in the presence of injury or dis- 
ease, which precipitates a tissue crisis. 

It is generally accepted today that there is an 
angle obstruction in glaucoma, but the trend of modern 
thought is to the effect that except in those instances 
of congenital deformities within the eye or of previous 
intraocular disease resulting in glaucoma, the angle 
obstruction is a lesion secondary to any one of a 
great variety of conditions, sometimes within the eye 
and sometimes systemic. Duke-Elder,’ for instance, 
describes a glaucoma in acute sepsis, in erysipelas, in 


influenza, in focal sepsis, in subjects of cardiovascular 
disease, in arteriosclerosis, in the presence of a hyper- 
excitability of the sympathetics, in a generalized capil- 
lary disturbance, and in blood deficiencies involving a 
low potassium-calcium quotient. There are also many 
long-established predisposing influences such as age, 
sex, race, inordinate mydriasis, eyestrain, mental strain, 
shock, grief, and worry. 

The mechanism by which these various conditions 
ond body states produce glaucoma has not been ade- 
quately explained. In time, no doubt, a common 
denominator operative in all these situations will be 

iscovered ; it is to be hoped that it will prove to be a 
tor that is amenable to treatment. The nearest 
approach to a universal etiologic relationship, I believe, 
found in the vascular theory of the cause of glau- 
ma. This theory is discussed now by all modern 
authorities but first came to my attention in the text 
edited by Berens* which was first published in 1936. 
‘his theory has an important bearing upon the osteo- 
pathic concept of glaucoma and its therapy. The 
following remarks by Gradle’ are particularly perti- 
nent: 

Under normal conditions the intra-ocular pressure is regu- 
luted to the greatest degree by variations in the size of the 
vessels of the choroid, and ‘to a lesser extent, of the ciliary 
hody. These vessels, the arteries, arterioles, and physiologic 
capillaries, are under the vasomotor control of the sympathetics, 
which arise from the carotid sympathetic plexus at the base 
ot the skull, pass forward with the ophthalmic artery, and 
enter the eyeball by way of the ciliary ganglion with the short 
posterior ciliary nerves. Thus when a wave of increased 
arterial pressure surges up the carotid, warning is sent ahead 
by the sympathetics, and when that wave reaches the vascular 
system of the eyeball, the enormous blood reservoir of the 
choroid is contracted so that no overfilling occurs. Otherwise 
every increase in arterial pressure would result in an increase 
in fluid content of the eyeball and consequent hypertension. 


Gradle further states that when something hap- 
pens to this pressure-regulating mechanism in an eye 
anatomically predisposed to ‘glaucoma, the eye does 
not receive the warning and becomes flooded when 
unprotected. The increased volume of blood crowds 
torward the lens and iris to further jam the filtration 
angle. This suggests to me that the missing link or 
common denominator is the cervical or upper dorsal 
lesion which may conceivably exist in any of the cir- 
cumstances described above, either as a primary struc- 
tural lesion or as one secondary to toxic or irritative 
factors. 

Clinically glaucoma is a disease which admittedly 
has a great variety of causes and one which assumes 
many different forms. Among the various classifica- 
tions are primary and secondary glaucoma, acute and 
chronic glaucoma, noninflammatory or compensated 
glaucoma, inflammatory or uncompensated glaucoma, 
congenital and juvenile glaucoma, and a terminal form 
designated as absolute glaucoma. Such a classification 
is convenient and necessary for a proper delineation 
of symptoms and pathological sequences and for the 
purpose of qualifying therapeutic procedures ; however, 
one would not be far amiss in stating that all glaucoma 
is one and the same disease and that these different 
forms of the disease are merely variations in the 
intensity of the process or in the conditions under 
which it develops. The best authorities agree, for 
instance, that primary glaucoma probably does not 
exist and that cases so classified are actually due to 
primary causes which may be similar though less 
apparent than in so-called secondary glaucoma. The 
process is the same in all cases: the destructive effects 
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are the same and the ultimate result is the same, except 
as the picture may be altered by the complicating 
uveitis of the highly acute forms. If unchecked and 
uncontrolled they all lead to absolute glaucoma. 


MANAGEMENT AND TREATMENT 

In considering treatment it is well to bear in mind 
that time is often an extremely important factor. A 
few hours delay in the application of treatment may be 
very costly and may in some cases mean the difference 
between success and failure. It is most important, 
therefore, that a prompt diagnosis be made and that 
first aid be administered before undertaking the pro- 
longed task of determining the underlying causes for 
the attack. This first aid should consist of prompt in- 
stillation of miotics in sufficient strength and with 
sufficient frequency to produce and maintain a pin- 
point pupil; rest, preferably in bed; morphine to 
relieve pain and anxiety; catharsis; and osteopathic 
manipulative therapy. 

If by these simple procedures relief is given to 
the patient and intraocular tension is kept within safe 
bounds, the physician may then proceed deliberately 
and exhaustively with his general examination of the 
patient in an effort to discover any and all systemic 
pathology which may have influenced the attack. This 
examination should include a survey of the cardiovas- 
cular system, the blood, the gastrointestinal tract, the 
genitourinary system, the ear, nose and throat, and the 
dental field. In addition a structural study, with par- 
ticular attention to those areas where lesions might 
affect the cervical sympathetics, should be made. The 
examination should also include a careful inquiry into 
the habits and activities of the patient: his eating and 
drinking habits, his working and rest habits, and his 
mental attitudes. The question of fatigue, exhaustion, 
shock, grief, and other mental stresses as well as eye- 
strain will also be important in the determination of 
correct treatment. 

Except for first aid as outlined and emergency 
surgery when indicated, the primary purpose in all 
cases should be the correction of these systemic difficul- 
ties in so far as that may be possible. High blood 
pressure and other cardiovascular pathology should be 
alleviated; if possible, blood deficiencies should be 
corrected and gastrointestinal difficulties, including con- 
stipation, should be eradicated. Focal sepsis should be 
sought out and eliminated; syphilis, if present, should 
be treated; and faulty habits, stresses and strains, and 
abuses should be corrected. Dietary abuses should be 
abolished; alcohol should be prohibited; and definite 
limitations should be placed upon the use of coffee, 
tea, and tobacco. 

Osteopathic manipulative therapy should be em- 
ployed in these cases from the beginning and through- 
out the active stage of the disease. The vasomotor 
theory of the cause of glaucoma is receiving more 
attention in medical literature and more widespread 
acceptance every year. Osteopathic physicians should 
appreciate the fact that the structural lesion offers the 
most logical explanation for the vasomotor instability 
described in these, cases. As I stated earlier, this 
may indeed be the common denominator which operates 
in all cases either independently or in conjunction with 
the various systemic diseases and conditions which 
have been assigned an etiologic role in glaucoma. The 
profession has failed to exploit this possibility as it 
should. Even now osteopathic physicians are not pre- 
pared to supply scientific proof to support the con- 
tention. 


The osteopathic manipulative therapy indicated in 
a case of glaucoma is both general and local. It is 
universally conceded that in glaucoma the ocular 
complication is just one aspect of a more extensive 
malady. Since a great variety of systemic conditions 
may enter into the case, the structural examination of 
the patient should be complete. Treatment should 
include the correction of any structural abnormalities 
which produce or maintain general systemic disease as 
well as of those which affect the eye directly. In 
other words, what is termed a general osteopathic 
manipulative treatment may have a very specific bene- 
ficial effect in this case. Of course especial attention 
should be directed to the cervical and upper dorsal 
spine as the most likely site for lesions that affect 
directly the cervical sympathetics and hence the vascu- 
lar mechanism of the eye. 

The treatment should also include appropriate 
manipulation of the eyeball itself, except in the in- 
flammatory case, and this manipulation should be so 
directed as to encourage aqueous drainage from the 
eye and to alleviate the stasis which exists in scleral 
and posterior ciliary veins. I would recommend the 
following procedure, which I have found to be useful 
and effective: 


With the patient supine and his eyelids closed, the 
physician first places the cushion of his forefinger over 
the center of the cornea exerting just enough pressure 
to indent the cornea, about as is done in palpating 
tension. Continuing this slight pressure he strokes 
the cornea from center to limbus in each meridian. 
Second, with the eyelids still closed the physician 
passes the finger around the globe as far as the equator 
and by gentle pressure moves the eyeball repeatedly 
upward, then downward, inward, and outward, The 
third step requires that the finger be insinuated beyond 
the equator so that the eyeball may be gently lifted 
forward. This last maneuver may be impossible in 
individuals having deeply recessed globes or densely 
filled sockets. In no case should force be used. 


This treatment may be repeated daily or at less 
frequent intervals, as seems indicated. If properly 
administered it produces no discomfort and no un- 
toward effects except in inflammatory glaucoma. I 
consider manipulation of the eyeballs contraindicated 
in that form of the disease. In other cases it is often 
quite effective and worth-while. In many cases high 
tension is reduced as much as 5 mm. in one treat- 
ment as indicated by tonometer reading before and 
after manipulation. Proper repetition yields a progres- 
sive improvement. I should like to emphasize, however, 
that manipulative treatment should not be the sole 
treatment in any case of glaucoma. 


Topical medicinal treatment consisting of miotics, 
and perhaps vascular stimulants, is universally accepted 
as essential in all active cases of glaucoma. Miotics 
were first used by Laqueur in 1876 when he introduced 
eserine. In 1877 Weber developed pilocarpine. These 
two preparations remain today the most dependable 
topical applications to produce and maintain miosis 
and, as has been learned more recently, to produce 
secondary vasostimulation. Substitute drugs available 
for the same purposes are Prostigmine, histamine, 
choline derivatives such as Mecholyl Chloride, Dory], 
and Iricholine, and more recently diisopropyl fluoro- 
phosphate ; Adrenalin, cortin, and the synthetic product 
glaucosan are used solely as vasostimulants. Of these 
products pilocarpine hydrochloride in 1 to 2 per cent 
solution is perhaps the most widely used. It is well 
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tolerated, even for long periods, and is considered 
by some authorities to be effective in any case which 
will respond to miotics alone. May® states that if 
miotics will not control the disease, operation becomes 
imperative. | am not prepared to agree fully with this. 
I can testify to the efficiency of pilocarpine in mild 
cases and as prophylaxis against recurrences. 

Pilocarpine and histamine are the two miotics 
which act directly upon the muscles by stimulating 
autonomic nerve endings whereby acetylcholine is 1i})- 
erated in the tissues to produce muscle contraction. 
This acetylcholine continues its activity until neutral- 
ized by esterase, an opposing enzyme also develope: 
within the tissues. The action of pilocarpine is limited 
to approximately 6 hours; to maintain action the 
application must be repeated three or four times daily 
even in moderate cases. 

Eserine sulfate or eserine salicylate in 0.2 per cert 
solution or 0.25 to 0.5 per cent ointment is stronger i 
action than pilocarpine. These preparations act to 
inhibit development of esterase and therefore permit 
uninterrupted action of the acetylcholine present. They 
have long seemed very valuable, either used alone or 
to supplement pilocarpine. Eserine is not too we'll 
tolerated; when it is frequently used or continue: 
over a considerable time it tends to produce a con- 
junctivitis or a dermatitis. I have found this less true 
of the ointment which I now use almost exclusively. 


Prostigmine is a good substitute should eserine 
prove too irritating, but this too has its faults. The 
choline derivatives and also diisopropyl fluorophosphat: 
(DFP), the latter in peanut oil, are said to be ver) 
efficient miotics and very useful in selected cases. My) 
experience with DFP is too limited to warrant an 
opinion. Eserine may be used every hour for a short 
time in highly acute cases, then at less frequent in- 
tervals. Eserine, instilled from one to three times 
daily, is often used as a synergist to supplement 
pilocarpine. 


Among the vasostimulants I have used extensively 
epinephrine bitartrate in a 2 per cent ointment and 
believe it helps a great deal in some cases. It produces 
a primary vasoconstriction, soon followed by a mild 
dilation of the vascular bed in the choroid, thus helping 
to abolish stasis. It is most useful in primary glaucoma 
but must be used cautiously, if at all, in the inflamma- 
tory type. Likewise cortin and the synthetic glaucosan 
are said to possess limited possibilities, and also they 
sometimes produce secondary effects which defeat their 
purpose. 

Additional means may be available which aid in 
lowering a high intraocular tension at least temporarily 
and often serve to bring the pressure into controllable 
limits. For instance complete physical and mental rest 
is essential in many cases of glaucoma. Too frequently 
glaucoma is thought of as an ambulant condition and 
the patient is allowed to go about his regular routine 
and report to the office for observation and treatment. 
Very mild cases may respond to such treatment but 
the average patient with glaucoma should be hospital- 
ized until the disease is under control. A few days 
of complete rest under a detoxifying regime will 
diminish a stubborn high tension, often without any 
change in local medication. A vigorous saline purge 
is often very helpful and is a must in the acute case 
unless there exists some contraindication to this pro- 
cedure. Osmosis may also be increased by giving 
sodium chloride by mouth, by intravenous injections 
of hypertonic salt solution, or by rectal injections. Five 
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or 6 ounces of 50 per cent magnesium sulfate injected 
into the rectum will reduce intraocular tension mate- 
rially and sometimes tide the patient over a critical 
period. 

‘During all this treatment for glaucoma the patient 
should be repeatedly and frequently checked to deter- 
mine whether favorable progress is being made. Visual 
acuity, accommodation, and color perception should 
he checked at frequent intervals. The field of vision 
should be charted periodically, slit-lamp studies should 
ic made to determine the condition of the filtration 
ugle, et cetera, and tonometer readings should be 
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taken daily when the disease is highly active and less 
frequently as it improves. 

If improvement is progressive and discomfort less 
marked, and if intraocular pressure reduces to a near 
normal and visual acuity improves, continued conserva- 
tive treatment of the case is justified. If, on the other 
hand, the tension remains high or fluctuates rather 
violently, if visual acuity continues to diminish and 
the field of vision further constricts, medical treatment 
had better be abandoned in favor of surgery. 
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Until von Graefe presented the method of iridec- 
tomy for the relief of tension in glaucoma, physicians 
were almost helpless in combating this disease. Para- 
centesis of the anterior chamber and posterior scler- 
otomy had been practiced before that time but these 
procedures gave only temporary relief. At first iridec- 
tomy was used in all types of glaucoma but it was 
soon found that it was ineffective in glaucoma simplex 
and seemed to hasten the glaucomatous process. 

The biography of Louis Emile Javal' is most in- 
teresting in any discussion of glaucoma. Javal, who 
lived from 1839 to 1907, will always remain one of 
the great figures of French and world ophthalmology. 
As a student at the University of Paris he published 
sixteen articles on astigmatism and orthoptics before 
graduating in medicine; his graduation thesis was on 
physiological optics. Javal’s ophthalmometer is. still 
used clinically. His ideas on the nature and treatment 
of squint formed the basis for modern management. 
He was the first director of the ophthalmic labora- 
tories at the Sorbonne. At the relatively early age of 
45 he was elected to the Academy of Medicine, a 
signal honor. At the same time he developed the first 
symptoms of glaucoma. 

In the following year (1885) both a sclerotomy 
and an iridectomy were done on Javal’s right eye but 
vision was totally lost within a few months. Vision 
in the remaining eye slowly failed in spite of the 
constant use of pilocarpine for 15 years. In 1900 he 
went to Priestly Smith in Birmingham, England, for 
an iridectomy which offered only temporary respite. 
Five months later he was totally blind at the age of 
62. Javal continued ophthalmic consultations with the 
aid of his assistant, invented an ‘ingenious writing 
board for the blind, and continued writing. He died 
in 1907 of gastric carcinoma. Javal had directed that 
the eye on which Priestly Smith had operated be sent 
to the English physician for study. At autopsy 
Tscherning performed the enucleation and sent the 
globe to Birmingham. 

Blindness to Javal was like infection to Lister. 
He methodically set out to overcome it. Ophthal- 


mology has profited through his endeavor. The 
advancement in the treatment of glaucoma during the 
last 50 years is now making it possible to save vision 
in eyes that would otherwise have been lost. 

Many authorities feel that the treatment of choice 
for glaucoma, regardless of the type, stage, or age, 
is almost always operative. There is a difference of 
opinion about what type of operation should be chosen. 
The prime object is to secure a lowered tension with- 
out danger of hemorrhage or infection and thus pre- 
serve the central vision as well as the visual fields. 

There is a recent trend to discard the old classi- 
fication of primary glaucoma into two groups: those 
having a narrow anterior chamber angle and those 
having a chamber angle of normal configuration. 
The latter cases are called wide angle cases which 
means simply that the angle is not abnormally shallow. 
While there are some objections to this classification 
it is a real aid in selecting both the time and the 
proper surgical procedure for the treatment of any 
given case. In early cases the differentiation between 
the two types is not difficult, while in the far advanced 
cases the surgical treatment is much the same for 
both types. 

NARROW ANGLE GLAUCOMA 


Acute narrow angle glaucoma includes nearly all 
acute cases with congestive symptoms. Prompt reduc- 
tion of ocular tension is essential here. Medical meas- 
ures are worthy of short trial but procrastination in 
undertaking surgical intervention is to be condemned. 
Even if the initial acute attack can be brought under 
control by medical means within 12 hours another 
acute episode is almost certain to occur unless some 
surgical procedure is followed. 

In acute narrow angle glaucoma the von Graefe 
basal iridectomy has long been considered the opera- 
tion of choice. It is not always successful. Duke-Elder? 
reports that 60 per cent is a good average for successes 
in acute glaucoma treated by iridectomy. Gonioscopic 
examination reveals the fact that peripheral anterior 
synechias develop rapidly in acute narrow angle glau- 
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coma. These synechias lessen the chances of success 
from an iridectomy: hence iridectomy must be done 
early. If the rise in ocular tension resists medical 
treatment and is present for 48 hours, then some 
filtering operation must be selected. 

Most authorities feel that trephining is a more 
hazardous procedure than iridencleisis and that its 
use should be reserved for the noncongestive cases. 
The sclerecto-iridectomy of Lagrange* has its sup- 
porters but this operation as well as the trephining 
is more traumatizing and technically more difficult than 
the iridencleisis. Delayed reformation of the anterior 
chamber with its resultant anterior and posterior 
synechias is also more prone to occur with one of 
these more elaborate procedures than with a simple 
iris inclusion operation. If marked iris atrophy, uveal 
inflammation, or extremely high tension is present 
iridencleisis may be contraindicated. In all other cases 
of acute narrow angle glaucoma where filtration is 
desired it is wise to rely upon iridencleisis. 

Duke-Elder* boldly states that paracentesis of 
the cornea has no place in the treatment of acute glau- 
coma. The tension is reduced for less than 2 hours 
and is followed by an increased diffuse edema of the 
ciliary body. Thus the glaucomatous process is aggra- 
vated rather than benefited by the paracentesis. Pos- 
terior sclerotomy, another temporizing measure, is 
being abandonded by most surgeons who prefer an 
operation that will bring about a permanent reduction 
in ocular tension. 

In chronic glaucoma, regardless of the type, many 
factors have to be considered before resorting to sur- 
gery. The individual must be considered rather than 
the disease and before operation one simple question 
is asked: Is surgery necessary to preserve this patient’s 
vision? The older the patient and the poorer the 
physical condition the more questionable is the advis- 
ability of surgical intervention. Older patients are 
more likely to develop undesirable sequelae than are 
younger people. The incidence of lenticular opacities 
is higher in the aged; hence a successful fistulizing 
operation may be followed in a few months by a com- 
plete cataract. If healing conditions are below par 
the anterior chamber may not be restored promptly. 
In diabetes there is an increased tendency toward 
hemorrhage. All these increased risks must be con- 
sidered even if one is rarely justified in refusing to 
operate merely because of their presence. 

Determination of the best obtainable central visual 
acuity is most important in glaucoma. A deteriorating 
central vision is a calamity deserving prompt inter- 
vention provided there are other evidences of progres- 
sion of the glaucoma. However, it should be remem- 
bered that other causes such as refractive errors, 
lenticular opacities, and retinal pathology may also 
reduce central vision. 

The tonometer is a most valuable instrument in 
the study of glaucoma. Numerous readings should 
determine both the peak and the base pressure. Duke- 
Elder® says, “It is to be remembered that in deciding 
on operation a limit of tension is difficult to name, 
for a pathologically high tension for any particular 
eye is that degree of tension which does damage—a 
very variable quantity.” 

In considering the field of vision in glaucoma 
some surgeons hesitate to operate if but a small 10 
degree central area remains for fear of blotting out 
this small seeing island. This fear is usually un- 
founded if a rim of vision extends all around the 
point of fixation. If the small island of vision is not 
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a circle evenly surrounding the fixation point but is 
an irregular shaped area with the nasal border in 
contact with the point of fixation, caution is indicated. 
A marked reduction in ocular tension in such instances 
is often followed by complete loss of, central vision. 
Stabilization by medical means, therefore, is the treat- 
ment of choice. 

Chronic narrow angle glaucoma is characterize: 
by a shallow anterior chamber with the iris playing 
an important role in the blockage of the angle. At 
first this blockage is by contact, but later peripheral 
synechias develop and produce permanent interferenc:. 
Increasing narrowness of the angle with the formatic: 
of additional synechias is a bad prognostic sign. A: 
increase in the ocular tension requiring the use « 
stronger miotics or their more frequent applicatic 
also suggests that surgery should not be delaye’. 
Iridectomy should be reserved for the early cases 
where the pathologic changes are at a minimum. After 
extensive peripheral synechias have occurred a filterin 
operation is necessary. Trephining is quite unsati- 
factory. Iridencleisis is usually followed by a satisfa: 
tory reduction in ocular tension, prompt restoratic 
of the anterior chamber, and minimal postoperati,« 
reaction. Cyclodialysis has been used as the initi: 
procedure in chronic narrow angle glaucoma but mo-' 
authorities feel that it is more helpful as a secondary 
operation where iridectomy or other procedures hay. 
failed to reduce the tension. Cyclodialysis is als: 
useful in alleviating the glaucoma that develops after 
cataract extraction. Cyclodiathermy is another pri 
cedure to hold in reserve. It should be used only whei 
extensive peripheral synechias and marked vascularit\ 
of the iris make it unwise to open the eyeball. 


WIDE ANGLE GLAUCOMA 

The iris plays little, if any, role in the production 
of the increased tension in chronic wide angle glau 
coma. Many operative procedures have been tried 
but the treatment of this type of glaucoma still leaves 
much to be desired. 

In cyclodialysis, internal drainage is accomplished 
by a permanent cleft between the sclera and ciliary 
body through which the aqueous humor reaches the 
suprachoroidal space. It is a relatively safe procedure 
which is easy to perform. It involves no cosmetic 
defect, has relatively few complications (hemorrhage 
is one), and can be repeated several times. When 
successful it reduces the tension less than does an 
external fistulizing procedure. 

Tridencleisis can be done with equal safety and 
with better chances of success in chronic wide angle 
glaucoma. With growing recognition of the import- 
ance of early operation the field of usefulness of 
iridencleisis is constantly increasing. It is useful in 
older patients where prompt restoration of the anterior 
chamber is desirable and where profound hypoton) 
must be avoided. In the Negro trephining or scler 
otomy rarely leads to a filtering cicatrix while iriden 
cleisis is usually successful. 

Trephining remains the operation of choice in 
chronic wide angle glaucoma when the tension is 
highly elevated. It has technical difficulties and, at 
times, is followed by complications but in this type 
of glaucoma where peripheral synechias are less, tre 
phining has its greatest field of usefulness. If some 
opacification of the lens exists then a complete iridec 
tomy done at the time of trephining is good surgery 
If and when the lens becomes cataractous, its extrac 
tion will be easier if a complete iridectomy has alread) 
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been performed. Incidentally, cataract | follows the 
trephine operation more than twice as often as it fol- 
lows iridencleisis. 

The indications for the sclerecto-iridectomy of 
agrange are the same as for trephining and since 
+ is used by some surgeons as a matter of individual 

ice, it will not be discussed further. Goniotomy 
used considerable interest several years ago follow- 
the reports of Barkan.*’ Its use in the early stages 
wide angle glaucoma has been tried but at present 
st surgeons prefer to reserve this operation for 
ly cases of congenital glaucoma. Cyclodiathermy 
‘uces ocular tension by a partial atrophy of the 
iry body. It cannot be recommended for wide 
sle glaucoma although it is useful in other forms 
| is always available if other procedures fail. 
SUMMARY 

In acute narrow angle glaucoma operation is 
ially necessary. Iridectomy is indicated in the first 
hours. In the more obstinate cases iridencleisis is 
‘ferred. 
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In chronic narrow angle glaucoma iridectomy is 
used only in early cases where there are few peripheral 
synechias and where medical treatment is effective 
but its continuance is unadvisable. In other cases of 
chronic narrow angle glaucoma iridencleisis is pre- 
ferred unless the ocular tension is very high or the 
iris is atrophic. Under these conditions trephining or 
sclerectomy is selected. Cyclodialysis and cyclodia- 
thermy are secondary or reserve procedures. 

In chronic wide angle glaucoma of mild degree 
cyclodialysis and iridencleisis may be used. In ad- 
vanced cases with high ocular tension trephining or 
sclerecto-iridectomy are preferred. 


In chronic glaucoma of either type the age and 
physical condition of the patient, the visual acuity, 
the degree of field loss, the height of the ocular ten- 
sion, and the condition of the angle, the iris, and the 
lens should be considered before recommending 
operation. 
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Radiation Treatment of Malignancies of Eye, Ear, Nose, and Throat 


WILMOT F. ROBINSON, D.O., F.A.0.C.R. 
Los Angeles 


Through the years radiation therapy has come to 
occupy a more and more favorable position among the 
various modalities that make up the therapeutic arma- 
mentarium of the specialist who deals in pathologies of 
the eye, ear, nose, and throat. This paper will be 
devoted to a discussion of some of the therapeutic 
applications of radiation therapy in conditions seen 
most frequently by specialists dealing with these organs 
and region. 


CANCER OF THE EYELID 


Because of the large number of neoplastic growths 
seen about the eyelids, I will first discuss radiation 
therapy in that area. Cancer of the eyelid is one of 
the common forms of cancer of the skin. It afflicts, 
primarily, the older individual, with the majority of 
patients being in the group 60 years or more of age; 
it also shows a mild degree of predilection for the male 
sex. The majority of lesions are found on the lower 
lid and toward the inner canthus. Histological study 
has proved that the greater part of them are basal-cell, 
rather than squamous cell carcinomas.* 


The consistency and appearance of cancer of the 
eyelid are usually, although not always, quite charac- 
teristic of the disease. The lesions present a hard, 
firm consistency with no degree of pliability. The 
surface usually presents a whitish, translucent sheen 
with a sharp margin of demarcation between the lesion 
and the surrounding normal skin. Clinical diagnosis 
ot cancer of the eyelid involves a differentiation from 
benign neoplasms and inflammatory processes. Occa- 


sionally microscopic examination may be essential for 
differentiation between cancerous and noncancerous 
lesions. However, therapy is frequently carried out 
without biopsy in clear-cut cases in order to reduce 
the loss of tissue and resultant scarification. 

Before undertaking active treatment of cancer of 
the eyelid, protection of the eyeball and the lens itself 
against radiation must be considered. Inasmuch as 
approximately 83 per cent of gamma radiation can 
pass through 3 mm. of lead, it is easily seen that the 
use of radium in the treatment of lesions about the 
eye is somewhat more hazardous, so far as the pro- 
tective factors are concerned, than is the use of x-ray 
therapy in the kilovoltage range that would be more 
comparable to beta radiation. Though the threshold 
dosage that is productive of true irradiation cataract 
does not appear to have been established, definite warn- 
ings against the delivery of more than an erythema 
dose of roentgen rays or radium to the eyeball have 
been noted in the literature. It has been stated that 
dosages of 1,000 gamma roentgens, or less, have not 
produced irradiation cataract when the eyeball has been 
protected properly with lead shields. 

The first step in the treatment of these lesions with 
x-ray therapy is the application of an eye shield 
composed of 2 mm. of lead plated with nickel. After 
the conjunctiva is anesthetized, the sterilized eye shield 
is lubricated and slipped beneath the eyelid; it is held 
in close approximation to the eyeball because of its 
contour. Published measurements indicate such a shield 
will absorb above 97 per cent of the radiation energized 
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by 140 kv.p., using an added filter of 0.25 mm. of 
copper plus 1.0 mm. of aluminum. 

The head is placed in the proper position and 
maintained by sandbags and the individual lesion is 
isolated by a lead shield. Then, using as small a port 
as possible but allowing for a margin of normal skin, 
x-ray therapy is carried out in the range between 140 
and 200 kv.p. at 25 cm. distance, using added filtration 
composed of 0.25 mm. of copper plus 1.0 mm. of 
aluminum in the 140 kv.p. range or 0.5 mm. of 
copper plus 1.0 mm. of aluminum in the 200 kv.p. 
range. Treatments are administered by the fractiona- 
tion method over a short period, until an average 
dosage of approximately 3,500 roentgens, measured in 
air, has been administered. In treating very large 
lesions, the daily dosage must, of course, be somewhat 
more limited in order that the total roentgens may 
be adequate to produce the desired effect without sub- 
sequent radiation injury. 

Occasionally in the more stubborn lesions of the 
lower lid, it may become necessary to use radium either 
as an individual therapy or as an adjunct to x-ray ther- 
apy and it is frequently used as an interstitial applica- 
tion. The lower lid is anesthetized with 2 per cent 
Novocaine, the conjunctiva is anesthetized, and the 
eyeball protected with the shield, as mentioned above, 
and a low intensity needle screened to deliver a high 
percentage of beta radiation is inserted interstitially 
beneath the margin of the lower lid. With this type 
of treatment, a dosage is calculated that will administer 
approximately 4,000 to 5,000 gamma roentgens. 

Results in the treatment of cancer of the eyelid 
have been very good when one considers that the 
primary object in the treatment is the complete and 
certain eradication of the disease. When inadequate 
therapy is carried out repeatedly, even lesions which 
have their onset as small isolated neoplasms may even- 
tually become unmanageable, and the ultimate outcome 
of the progressive lesion of this type is most dis- 
tressing. 

Hemangiomata of the newborn involving the eye- 
lids may be treated quite successfully either with 
radium or x-ray, inasmuch as these lesions need but 
very mild doses of beta radiation or fairly long wave 
length radiation and the eye may be adequately 
protected. 

LYMPHOMA OF THE CONJUNCTIVA 

Primary malignant lymphomas of the conjunc- 
tiva are rare tumors. However, Schulz and Heath? 
reported fourteen histologically proved cases taken 
from the records of 1,500 tumor cases of the ocular 
adnexa examined at the Massachusetts Eye and Ear 
Infirmary; 9 of the 14 patients were males and all 
but 3 were over 50 years of age. None of the patients 
were known to have an abnormal blood picture when 
first seen. 

Twelve of the 14 tumors were treated with ir- 
radiation. The usual treatment factors were 200 kv.p., 
20 cm. distance, 0.25 mm. copper filter, with daily 
doses of 200 to 300 roentgens directed to the con- 
junctiva, to a total of 600 to 900 roentgens. No ill 
effects on the eye, immediate or remote, were ob- 
served. None of the 8 patients with lymphoma local- 
ized to the conjunctiva has had local or remote 
recurrence; 6 have been well for 2 years or more 
and 2 with invasive tumors for more than 5 years. 


GLIOMA OF THE RETINA 


Glioma of the retina (retinal blastoma, neuro- 
epithelioma, medulloepithelioma) is a malignant tumor 


Journal A.O.A, 
Vol. 50, No. 8 


which takes its origin from the primitive cells which 
are the forerunners of the retinal elements, especially 
the neuroglia. The names “retinal blastoma,” “neuro- 
epithelioma” and ‘“medulloepithelioma” indicate the 
character of the predominant cell of the tumor. The 
clinical picture is practically the same in all three vari- 
eties, and the term glioma can be used for all three. In 
treatment only two methods are considered, enucle:- 
tion of the eye and radiation therapy. For unilater:| 
glioma, enucleation is, at present, the method of choice. 
At the time of surgery as large a section of the optic 
nerve as possible should be removed with the glob:, 
and the cut nerve should be immediately examined fcr 
the presence of tumor. When tumor tissue is foun:!, 
radiation therapy should be used. When both eyes aie 
involved, the best that could be hoped for is to remo, » 
the eye with the more advanced growth and then a - 
tempt to conserve vision in the other eye by radiatic 
therapy. 

Inasmuch as the average radiation therapist in 
private practice is but seldom called upon to treat cases 
of this type, and because my experience has been lin - 
ited to 2 cases, I find it necessary to turn to the wor 
of others who are authorities in this field in order (> 
discuss the problem more thoroughly. 

Martin, Reese, and Merriam** have found thi 
the site of the skin portal is undoubtedly one of the 
most important factors. Accuracy in the direction of 
the beam of roentgen rays in these cases can hardly go 
further than to make certain that the radiation passes 
directly through the posterior half of the globe in which 
the tumor lies. Since the dose of radiation lethal to 
retinal blastoma approaches the tolerance of the normal 
structures of the posterior half of the eye and exceeds 
the tolerance of the structures of the anterior portion, 
the size of the port should be reduced to its smallest 
practical diameter and the beam so directed that no 
radiation strikes the anterior segment of the eye. Two 
ports are used, namely, a temporal port and a nasal 
oblique, with equipment operating at 250 kv.p., at 50 
to 60 cm. distance, using an added filter equivalent to 
1.5 mm. of copper. The temporal port is directed 
transversely and the nasal port is directed obliquely. 
Treatment frequency may be three times a week until 
a maximum total dose of 8,000 roentgens, measured in 
air, is administered to each of the small ports. Martin 
and Reese* report that they have not had any results 
that were successful with dosages less than 7,400 roent- 
gens, measured in air, per port, and that further irra- 
diation for evidences of regrowth after a period of 
months is useless. According to their latest statistical 
report,* they found that of 19 patients followed 5 years 
or more, 6. or 31.6 per cent had vision of 20/200 or 
better, 6 or 31.6 per cent had no recurrence but were 
blind, and 7 or 36.8 per cent had died. 


EPIBULBAR CARCINOMA 


When an epibulbar carcinoma is limited to the 
anterior part of the eyeball and has not invaded the 
globe, orbit, or lymphatics, radium therapy can be used 
successfully. Such tumors usually originate at the lim 
bus and tend to spread laterally rather than invade the 
eyeball. In this circumstance, low intensity radium ele- 
ment seeds, or needles, may be inserted beneath the 
conjunctiva and held in place with sutures, or th« 
application may be made from the surface with the lid 
retracted by applying radium needles held in position 
on a strip of scotch tape with adhesive in such a man- 
ner that a fairly even distribution may be obtained 
This last application is made for a very brief time in 
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each instance and may be repeated at daily intervals 
unti! an adequate dosage has been administered. The 
statistics on reported cases have been very good. 

Malignant melanoma of the eyeball is radiore- 
sistant, as is the melanotic lesion elsewhere in the body, 
and is not treated by radiological methods. 

CARCINOMA OF THE EAR 

Carcinoma of the pinna usually originates on the 
skin of the preauricular area or over the mastoid 
reg on itself, involving the ear by direct contiguity of 
However, primary neoplasms involving the ear 
do occur. 

First, let us consider the external ear. On the sur- 
fac- of the external ear itself, both basal cell carcinoma 
am. squamous cell carcinoma, which often originate in 
the region of the antihelix toward its superior margins 
an in the cavum conchae, are frequently seen. A large 
nunber of the slow growing basal cell tumors are 
found on the helix of the ear itself and are usually 
brought to the attention of the physician because of 
cosmetic changes rather than pain or discharge. These 
lesions differ radically from the hyperkeratosis so fre- 
quently seen on the helix of the ear; this condition is 
benign, but causes such severe pain that the patient 
comes early to the doctor’s office. Basal cell lesions are 
most frequently seen in the male adult and are often 
allowed to grow extensively before any attempt is made 
to seek care. Because of the fibrocartilagenous struc- 
ture and rudimentary musculature of the external ear, 
great care must be taken in the choice of therapy for 
the malignant neoplasm in this location. If lesions of 
the helix and antihelix are small in diameter and infil- 
tration is localized, they may be treated quite success- 
fully by radiation methods. Radium and/or x-ray may 
be used. In x-ray therapy, careful lead screening allows 
exposure of only the lesion and a small margin of 
normal tissue, with equipment operating at 140 to 200 
kv.p. using an added filter composed of 0.25 mm. of 
copper plus 1.0 mm. of aluminum or 0.5 mm. of cop- 
per plus 1.0 mm. of aluminum. Treatments are ad- 
ministered at a 25 cm. distance and a total of 3,000 to 
4,500 roentgens, measured in air, may be administered 
by the fractionation method, with good therapeutic 
results and without undue chance of radiation necrosis 
and chronic ulceration. Large proliferative or mark- 
edly infiltrative lesions of the same area are, in my 
opinion, best treated by wide excision, with or without 
subsequent skin grafting and with or without post- 
operative irradiation. 

Carcinomatous lesions located in the region of the 
cavum conchae may be successfully treated with x-ray 
or radium therapy in most instances, if one bears in 
mind that the treatment must be most thorough and, 
by all means, adequate in the first instance. Recurrence 
in this particular region is most distressing and is fol- 
lowed by both local and regional metastases. 

In the radiation treatment where there is either a 
fairly extensive area of involvement or a history of 
moderately long duration, it is considered good therapy 
to irradiate the adjacent lymph nodes. Treatment in 
this instance is directed toward the’ cervical lymph 
nodes with equipment operating at 220 to 250 kv.p., 
‘ising an added filter equivalent to 2.0 or 2.5 mm. of 
copper, and the distance may be increased to 50 cm. 
A total dosage of at least 3,500 to 4,000 roentgens, 
measured in air, should be administered. 


CARCINOMA OF THE EXTERNAL AUDITORY CANAL 
Occasionally one finds an ulcerated infiltrative 
mass in the external auditory canal which is proved 
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by biopsy to be squamous cell carcinoma. If the mass 
does not completely occlude the canal, short radium 
needles may be inserted directly into the mass, or at 
least applied to its surface with a lead shielding in- 
serted over the needles themselves. If the mass is some- 
what proliferative, it may be removed, after which a 
25 mg. tube, screened with 1.0 mm. of platinum may be 
placed directly in contact with the lesion itself and held 
in place with packing. This form of topical radium 
therapy to carcinoma of the external ear canal may or 
may not be used in conjunction with external x-ray 
therapy. Where both x-ray therapy and topical radium 
applications are used, an external dosage of some 3,000 
roentgens, measured in air, may be administered, with 
an additional 2,500 to 3,000 roentgens applied directly 
to the lesion itself in the form of radium. 


NEOPLASMS OF THE MIDDLE EAR 

Primary neoplasms of the inner ear are, fortu- 
nately, somewhat rare. The type of tumor masses 
found here are usually carcinoma but occasionally sar- 
coma occurs, especially in the younger patient. If pos- 
sible the intrinsic form of new growth arising in the 
middle ear and mastoid itself must be distinguished 
from the extrinsic type of malignant growth which 
occurs when the structures are invaded by neoplasms 
having their origin in the external ear and surrounding 
skin or in other locales such as the nasopharynx. The 
best method of treatment in this instance seems to be 
wide, radical mastoidectomy with destruction of as 
much of the growth as possible, followed by extensive 
postoperative deep x-ray therapy. Unfortunately, even 
though extensive radiation is administered postoper- 
atively following wide, radical resection, the prognosis 
in most of these cases is quite poor. 

NEOPLASMS OF THE NOSE 

Almost all malignant new growths of the nasal 
cavity originate in one or another of the paranasal 
sinuses and invade the nose secondarily.’ Malignant 
tumors of the nasal fossae are quite rare and Mac- 
Comb and Martin® found that only 65 patients with 
malignant tumors of the nasal cavity had been seen at 
the Memorial Hospital in New York in a period of 
13 years. 

The approach to treatment of the different tumors 
of the nasal fossae varies considerably, being depend- 
ent on the nature of the lesion that is present. An 
accurate diagnosis is most necessary before therapy is 
chosen.’ Epidermoid carcinoma of the nasal fossae may 
be treated by either surgical or radiological methods, 
the choice being dependent, for the most part, on the 
extensiveness of the involvement. Adenocarcinomas in 
this region are seldom treated successfully by irradia- 
tion because of their inherent radioresistance, and they 
frequently tend to recur. X-ray treatment of epider- 
moid carcinoma of the nasal fossae is to be preferred 
over intracavity radium therapy because of the diffi- 
culty encountered in administering a homogeneous 
dosage of intracavity radiation. 

X-ray therapy is administered through two lateral 
to oblique ports, with, equipment operating at 220 to 
250 kv.p., using an added filter equivalent to 2.0 mm. 
or better of copper. A dosage of some 4,500 to 6,000 
roentgens, measured in air, is necessary to control this 
intranasal neoplasm. 

The successful treatment of neoplasms of the nose 
and sinuses, as in any other region of the body, is 
based on early diagnosis and proper choice of therapy. 
Unfortunately, carcinomas of the nose and sinuses may 
become large before they produce symptoms of dis- 
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comfort or before they are recognized clinically. From 
60 to 65 per cent of malignant tumors involving the 
nose and sinuses are squamous cell epitheliomas. The 
remaining 35 to 40 per cent are divided essentially 
among adenocarcinomas, round cell sarcomas, myxo- 
sarcomas, fibrosarcomas, chondrosarcomas, osteosar- 
comas, lymphosarcomas, melanoepitheliomas, heman- 
gioendotheliomas, and finally plasmocytomas. Such neo- 
plasms vary greatly in degree of malignancy and it is 
the opinion of some authors that, in general, low grade 
lesions which are radioresistant are best destroyed with 
surgical diathermy, while high grade tumors, which 
are radiosensitive, are best treated with radiation. 


MALIGNANT TUMORS OF THE MAXILLARY SINUS 

Malignant tumors of the maxillary sinus are by 
far the most common forms of tumor in this region. 
The majority of carcinomas in the maxillary sinus 
originate in the infrastructure, or lower half, and tend 
to develop to considerable size before they produce 
subjective symptoms. Choice of treatment is dependent 
upon the close cooperation of the pathologist, surgeon, 
and radiologist, inasmuch as the choice should be 
directly concerned with the potential sensitivity or 
resistance of the tumor and the clinical extension of 
the growth. 

The first step in radiation treatment of carcinoma 
of the maxillary sinus is usually the application of ra- 
dium in the cavity itself, either through the Caldwell- 
Luc type of approach or directly through the cheek. 
This procedure, of course, must be preceded by me- 
ticulous removal wherever possible of all evidences of 
tumor growth in the region. Several tubes of radium 
element or needles, screened to deliver chiefly gamma 
radiation, are packed throughout the cavity, taking care 
not to pack them too close to the infraorbital margin. 
These radium tubes or needles are controlled with 
sutures brought through the inferior margin of the 
wound, along with whatever drains have been placed 
in the cavity. The dosage is based, for the most part, 
upon the extensiveness of the involvement, but at least 
10,000 to 12,000 gamma roentgens are administered. 
Following the removal of the radium, a short interval 
is allowed before beginning external radiation therapy. 
There will be a moderately severe reaction due to the 
use of the radium and, therefore, the daily dose of 
x-ray at the beginning of therapy may be restricted to 
some 200 roentgens. Treatments may be administered 
through two or three ports, with equipment operating 
at 220 to 250 kv.p., using added filtration which will 
produce radiation with a half value layer equivalent to 
2.0 mm. of copper. These treatments are administered 
at 50 cm. distance, over a period of some 3 weeks, and 
a total dosage of some 6,000 to 8,000 roentgens, meas- 
ured in air, is administered. 


At the time of the surgical approach to the cavity 
a decision is made as to whether or not radiation ther- 
apy will be directed toward the lymph nodes of the sub- 
maxillary and cervical regions. If the lymph nodes are 
to be radiated, the region may be divided into one or 
two ports and deep x-ray therapy of the 200 to 250 
kv.p. range is administered, at 50 cm. distance, with 
the beam directed toward the lymph chains. A total of 
at least 3,000 roentgens, measured in air, administered 
to each of two ports, is given. The total dosage de- 
pends upon the extensiveness of the original involve- 
ment, the presence or absence of palpable nodes in the 
region, and the size of the ports used. The published 
statistics on the end results of therapy of this type 
indicate a fairly good percentage of 5-year cures. In 
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the advanced case, with swelling, invasion, edema, 
discoloration, and pain, deep x-ray therapy is admin- 
istered on a palliative basis and frequently will produce 
marked regression of the swelling with a resultant 
decrease in the pain, but will subsequently be followed 
by further vigorous regrowth. 
MALIGNANT TUMORS OF THE NASOPHARYNX 
OR EPIPHARYNX 

The majority of patients with malignant tumors of 
the nasopharynx are seen because of the cervical a:le- 
nopathy without any symptoms referable to a prim ry 
lesion in the nasopharynx. The presence of solitary or 
multiple lymphadenopathies in the cervical chain with- 
out any of the usual symptoms referable to path: lo- 
gies of the ear, nose, and throat is, unfortunately, ‘he 
original finding in most instances and represents w jai 
might be late metastases. The actual incidence of ¢n- 
cer of the nasopharynx can only be estimated, ‘nd 
even today many cases pass undiagnosed. Epiderm id 
carcinomas, lymphoepitheliomas, and lymphosarcon as 
of the nasopharynx are most commonly found in a- 
tients 40 to 45 years old. Epidermoid carcinomas re 
rarely seen in patients under 25, but lymphosarcor as 
are frequently seen in children. Approximately ty o- 
thirds of all tumors of the nasopharynx occur in maivs, 
and the Chinese have demonstrated an unusual pre- 
disposition for the development of cancer of ‘he 
nasopharynx.® 

Radiation therapy is carried out either by roentgen 
rays alone, or by intracavity application of radiim 
with external roentgen irradiation as an adjunct. |)i- 
rect radium therapy is more or less confined to differ- 
entiated carcinomas of the nasopharynx which ire 
invasive in nature and highly radioresistant. 

Roentgen therapy is used with equipment operat- 
ing from 220 kv.p. on up into the higher kilovoltage 
ranges, at 50 cm. distance, and using added filtration 
which produces radiation with a half value layer of 
2.5 mm. of copper or better. Two lateral fields directed 
toward the nasopharynx are used and in addition two 
superior maxillary fields directed anteroposteriorly or 
anteroposterior-obliquely are also used. These fields 
are alternated on a daily basis and an attempt is made 
to administer 4,500 to 6,000 roentgens, tumor dose. 
At the same time treatment should be directed toward 
the deep cervical nodes and any palpable superficial 
cervical nodes. Approximately 3,000 roentgens, meas- 
ured in air, should be administered to each of the 
fields, directed toward the metastatic nodes. 

Direct radium therapy may be carried out by pass- 
ing radium tubes in tandem through the nostrils into 
the nasopharynx. These tubes are held in place by 
passing a nasal catheter through the nasopharynx into 
the oropharynx and recovering it through the mouth; 
two-way ties are then used in order that the radium 
may be maintained in position. An extensive dosage 
must be administered because of the resistant qualitics 
of the squamous cell carcinoma located in this locale. 
Gotfredsen® gave a report on 266 cases of nasopharyn- 
geal cancer from four Scandinavian institutions and 
found that 59 or 22 per cent of the patients were well 
5 years after radiation therapy. According to reported 
statistics, lymphosarcoma seems to present the best 
prognosis of malignancies in this region. 

CARCINOMA OF THE SOFT PALATE 

Carcinomas of the soft palate are usually foun 
in men from 40 to 60 years of age and present an 
ulcerated and diffusely infiltrating lesion. These lesions 
grow very slowly and are usually diffusely infiltrate | 
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before they are observed by the clinician. Carcinomas 
of the soft palate are treated with x-ray therapy via 
the intraoral route and two external ports. However, 
it should be noted here that although rather intensive 
dosages are administered, little or no change is noted 
in the progress of the disease and prognosis is very 


NEOPLASMS OF THE TONSIL 

[he palatine tonsils are two lymphoid organs 
ited on each lateral wall in the pharynx between 
interior and posterior pillars of the soft palate and 
frequently the site of neoplastic growth. Carci- 
vias of the tonsils show predilection for the male 
are frequently found in the fifth decade of life. 
‘sue biopsy proves the malignant neoplasm usually 
be carcinoma, lymphoepithelioma, or lymphosar- 
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t. 

Roentgen therapy has proved to the most satis- 
faiory treatment for cancer of the tonsil and adjacent 
lyphadenopathies. Treatment is administered through 
an external port directed toward the site of the tonsil, 
an at the same time toward the lymph chains in the 
region. External therapy is administered at 220 to 250 
kv.p., at 50 cm. distance, using added filtration which 
will produce a half value layer of 2.0 mm. of copper 
or better. Treatments are administered daily and some 
3,500 to 4,500 roentgens, measured in air, are adminis- 
tered to the port directed toward the site of the tumor 
mass. An additional 3,000 roentgens should be ad- 
ministered to the region of the lymphatic chain. 
Wherever possible, x-ray therapy is administered 
through an intraoral cone directly into the tonsillar 
tumor and an additional 2,500 to 3,000 roentgens may 
be administered. Great care must be exercised in main- 
taining oral and dental hygiene inasmuch as the de- 
velopment of radiation necrosis in the mandible is a 
constant hazard. Prognosis for tumors of the tonsillar 
area is quite favorable and Coutard® reported 21 pa- 
tients or 32 per cent remained well 5 years or longer 
in a series of 65 unselected patients with carcinomas 
of the tonsil treated with external irradiation alone. 
Lymphosarcomas of the tonsil have the best prognosis 
of the group and del Regato’ reported 40 per cent well 
and free of the disease 5 years after treatment with 
external therapy alone. 


CANCER OF THE BASE OF THE TONGUE 

The end results of the treatment of carcinoma of 
the entire tongue are at best considered to be only poor 
and it is fortunate indeed that the lowest percentages 
of malignant involvement of the tongue occur in its 
base. The vast majority of cases of carcinoma of the 
base are found in men in the sixth decade of life and 
are usually associated with poor oral hygiene. The base 
of the tongue is supplied with a very heavy lymphatic 
drainage which is quite conducive to metastatic in- 
volvement of a regional type. Most of the malignant 
tumors of the base of the tongue are carcinomas, 
though some lymphoepitheliomas and lymphosarcomas 
are found in this area. An outstanding characteristic of 
epidermoid carcinoma of the base of the tongue is its 
markedly invasive quality which results in diffuse 
infiltration deep in the muscles making surgical re- 
moval, for the most part, an impossibility. 

In the treatment of cancer of the base of the 
tongue, interstitial radium needle implantation or radon 
seed implantation is very seldom used due to the inac- 
cessibility of the lesion itself and the inability to dis- 
tribute evenly the source of radiation. X-ray therapy 
is the treatment of choice for cancer in this locale and 
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an intensive dose must be administered through lateral 
ports following a technic similar to that described in 
the treatment of cancer of the tonsil. Treatment must 
be protracted and the end results, for the most part, 
are very disappointing, with but little change noted in 
the epidermoid carcinomas; however, control for a 
considerable period of time may be expected in suc- 
cessful treatment of lymphoepithelioma and lympho- 
sarcoma. 


CARCINOMA OF THE PERIEPIGLOTTIC AREA 

Carcinoma in this region distinguishes itself be- 
cause of its high degree of radiosensitivity and pres- 
ence of regional lymphadenopathy at the time of the 
original examination. After diagnosis has been estab- 
lished by the usual methods, x-ray therapy is admin- 
istered using two lateral ports over a fairly large field 
and it is recommended that the daily dosage be reduced 
somewhat in comparison with radiation administered 
to adjacent areas. If the glandular involvement is uni- 
lateral, the dosage on the involved side should attain 
a higher level in an attempt to sterilize the nodes. The 
over-all total dosage is somewhat less than dosages pre- 
viously mentioned. Surprising as it may seem, response 
to irradiation in this particular locale is fairly good and 
some authors go so far as to state that the prognosis 
of carcinoma of the periepiglottic area and of the 
posterior wall of the oropharynx is very good.° 

CANCER OF THE LARYNX 

Laryngeal cancer is one of the rarer malignant 
neoplasms ; it comprises only about 1 to 4 per cent of 
the entire material. Experience in the treatment of this 
condition is therefore limited except in a few large 
cancer centers and several university hospitals re- 
nowned for their laryngological work.?® Since many 
cases are treated surgically, it becomes clear that the 
accumulation of enough cases treated by radiotherapy 
to be statistically significant is a long and difficult task. 
On investigating the radiological and surgical literature 
on the subject of carcinoma of the larynx, one finds a 
great deal of confusion with the various forms of ter- 
minology, in the classification of the lesion, in an 
attempt to state whether or not it is being classified 
surgically or anatomically. I assure you that the only 
classification which concerns the radiation therapist 
practicing outside the domains of the extremely large 
institutions is whether or not the lesion is operable or 
inoperable or, in other words, early or rather far 
advanced. 

Radiation therapy used in the treatment of carci- 
noma of the larynx is, for the most part, generated in 
the kilovoltage range between 200 and 400 kv.p., using 
added filtration to produce radiation with a half value 
layer of 2.0 mm. of copper or better. A distance of 50 
to 60 cm. is used with the beam being carefully directed 
towards a meticulously marked target, through small 
ports, graduating from a 5 cm. round port upward, the 
site being dependent upon the degree of involvement 
present. In some instances an anterior port is also used. 
Though the technics vary to some degree, treatment is 
administered for the most part over a period of some 
30 days, following the fractionation method of Cou- 
tard, and a moderately severe epidermitis is produced 
bilaterally with the administration of some 3,000 roent- 
gens, measured in air, to each port. This treatment is 
frequently accompanied by complications that necessi- 
tate excellent supportive care and occasionally trache- 
otomy is indicated during treatment; in a doubtful 
case, tracheotomy should be performed prior to the 
onset of x-ray therapy. It might also be mentioned 
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here that in the extensively involved case with consid- 
erable sepsis, the development of chondronecrosis is a 
potential hazard. 

Radiation treatment statistics as submitted by 
some of our larger institutions are of great interest. 
Cutler™ reported 35 per cent 5-year cures in a series 
of 107 consecutive unselected cases of laryngeal cancer 
treated by radiotherapy. More than half of the cases 
were inoperable. Among the operable cases, beyond the 
scope of laryngeal fissure whose only surgical alterna- 
tive was total laryngectomy, radiotherapy effected 52 
per cent 5-year cures, and among the inoperable 
group 20 per cent were free of disease after 5 years. 
The 5-year curability among the cases in which the 
cords were not completely fixed was 60 per cent. 
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Chevalier L. Jackson and others’ reported a series of 
69 cases treated by x-ray with a total of 64 per cent 
5-year cures. Harris, Kramer, and Silverstone,"® re- 
porting on 80 cases of carcinoma of the larynx treated 
with x-ray, listed a 5-year survival rate for all cases 
of 55 per cent on the basis of an anatomical classifica- 
tion; the 5-year survival rate for intrinsic lesions was 
73 per cent, for extrinsic lesions, 40 per cent. 
CONCLUSION 

When dealing with cancer, I do not believe we 
should confine ourselves to one particular modality of 
treatment. Cancer requires radical and thorough tre: 
ment, which may be rendered by radiation, surg: 
or a combination of the two modalities. 


2816 Glendale Blvd. 
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Symposium on Laryngeal Diseases 
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Laryngitis is basically defined as an inflammation 
of the larynx. This inflammation may be primary 
or secondary. It is the purpose of this paper to show 
that in the majority of cases laryngitis is not a diag- 
nosis but a symptom of disease in parts of the body 
other than the larynx. 

The structures which comprise the upper respira- 
tory tract are the most common source of diseases 
producing laryngitis. These are the nasal chamber, 
the paranasal sinuses, the pharynx, and the buccal 
cavity, all lined by mucous membrane continuous with 
the laryngeal mucosa. It is my opinion that the pro- 
gressive histopathologic changes occurring in this 
mucous membrane as a result of repeated colds and 
atmospheric and climatic variations are responsible for 
most cases of laryngeal inflammation. These changes 
are essentially the same in every patient and may be 
divided into three stages arbitrarily designated as _pri- 
mary, advanced, and terminal. 

GENERAL CATEGORY 

lor presentation in this paper all other diseases 
and conditions of the upper respiratory tract related to 
laryngitis are grouped together.in a general category. 
They will be briefly considered before presenting a 
more detailed discussion of the histopathologies. 

The acute exanthematous diseases are character- 
ized by a generalized upper respiratory inflammation 
that precedes the appearance of the distinguishing sur- 
face lesion. This inflammation invariably includes the 


laryngeal mucosa with resultant sore throat, hoarse- 
ness, and cough. The laryngeal involvement can be 
of considerable extent or seriousness as illustrated by 
the membranous invasion of diphtheria. 

Less frequent, but not uncommon, are the puru- 
lent invasions of the parapharyngeal spaces. Retro- 
pharyngeal and lateral pharyngeal abscesses, along 
with Ludwig’s angina, not only produce laryngitis by 
continuity of mucosal inflammation, but they also can 
constitute a serious menace by their encroachment 
upon the laryngeal lumen through swelling of con- 
tiguous structures. Peritonsillar and pharyngomaxil- 
lary suppuration also create considerable inflammatory 
reaction in the larynx. 

The components of Waldeyer’s ring affect the 
larynx in two ways. First, the tonsils and adenoids 
are a frequent source of infected secretions that result 
in irritation and inflammation of the larynx. Secondly, 
inflamed pharyngeal bands and granulations lay the 
throat open to bacterial invasion that extends to the 
larynx by surface continuity. 

Oral diseases, such as Vincent's angina, mycotic 
infections, or dental caries, affect the laryngeal mucosa 
by dumping infected material into the hypopharynx 
where it inevitably enters the larynx as well as the 
esophagus. The mouth also provides an entrance for 
irritating gases, vapors, and dust that reach the larynx 
in sufficient concentration to produce inflammation. 
This is particularly noticed in workers employed in 


the steel industry, quarrying, coal mining, galvanizing 
of sheet metal, and tanning. 

Vocal abuse is also frequently associated with 
occupation. Singers, public speakers, hucksters, and 
those working in noisy shops all suffer from some 
degree of laryngitis. Although this is essentially the 
result of vocal cord trauma, it is at times caused by 
neuromuscular fatigue and paralysis. Symptoms of 
neuromuscular involvement also result from nasal in- 
flammations and the pressure of intranasal growths 
or septal deviations. Irritation of the nasociliary 
nerves passes through the sphenopalatine ganglion to 
its central terminations around the vagal nuclei. The 
subsequent disruption of functional integrity in the 
recurrent laryngeal nerves results in cough and hoarse- 
nes: characteristic of laryngitis. 

Specific diseases such as tuberculosis, syphilis, 
glanders, actinomycosis, and leprosy obviously can in- 
vole the larynx from their origin in “the upper 
respiratory spaces. Likewise tumors of the nose and 
throat will affect the larynx either through excessive 
seciction caused by their growth, if benign, or by 
direct or metastatic invasion of the larynx, if malig- 
nant. It has been suggested by those who believe 
that irritation facilitates the development of cancer 
in the predisposed individual that laryngeal inflam- 
mation, resulting from upper respiratory tumors, 
specific diseases, vocal abuse, and the like, may be 
a factor in the production of laryngeal carcinoma. 
Certainly benign lesions are more prone to appear in 
the presence of inflammation and irritation. Chevalier 
Jackson’ has considered the complications of laryngitis 
sufficiently important that he insists upon a “daily 
dose of silence” for all patients under his care. This 
is rigidly enforced since even whispering requires 
phonatory effort of some degree. 

With a few exceptions in the form of rare con- 
ditions seldom encountered in the average practice, 
the bulk of nasal and pharyngeal pathologies affecting 
the larynx are the many types of rhinitis and various 
sinus infections. The classifying and naming of these 
involvements varies so much with each authority that 
considerable confusion has resulted. 

In the following material an approach to this 
problem is offered with the intention of simplifying 
the classification, diagnosis, and treatment of laryn- 
gitis. This approach is based upon the recognition of 
a continuous histopathologic process in the nasal and 
sinus membranes which, as stated in the introduction, 
may be divided into three clinically and microscopically 
defined stages: primary, advanced, and terminal. 


PRIMARY STAGE 

Van Alyea,? in his work on the nasal sinuses, 
makes the statement that normal respiratory mucous 
membrane does not exist after the first few months 
of life. This is because respiratory mucosa is a barrier 
to foreign elements and as such is continually in. a 
state of inflammatory activity. The progression of this 
activity can be more readily understood by reviewing 
the histology of the normal mucosa. 

The nose and sinuses are lined by ciliated, col- 
umnar epithelium resting on a basement membrane 
which separates it from a fibrous connective tissue 
stroma of variable thickness and structure. This 
stroma bears the brunt of inflammatory assaults. Over 
the turbinate bodies many large blood spaces exist in 
the stroma and these regions are rich in alveolar or 
acinous glands. The epithelium of the nose contains 
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numerous mucus-secreting goblet cells. The epi- 
thelium in the sinuses is similar to that of the nasal 
cavity but contains fewer and smaller vessels and 
alveolar glands. 


Physiologically there are three upper respiratory 
tract mechanisms of importance to laryngeal health: 


1. By reason of its viscosity, the mucus covering 
of the entire nasal membrane is a mechanical trap 
for solid particles. 


2. The nasal passages provide efficient humidifi- 
cation and warming of inspired air. 

3. The cilia, both in the nasal structures and in 

the larynx, act as cleansing agents. 
Interruption of these functions adversely affects the 
larynx and it is my belief that the most prevalent inter- 
ruption is that due to the membranous inflammatory 
changes that begin in the stroma of the upper respira- 
tory tract. These changes are intensified by the first cold 
inevitably contracted in childhood. A dilatation of blood 
vessels occurs with resultant hyperemia of the mucosa 
followed by transudation of blood fluid elements and 
infiltration of leukocytes, histiocytes, and fibroblasts. 
This same mechanism can also prevail in the larynx 
should it be invaded directly by pathogenic bacteria 
or violated by irritant gases and liquids entering 
through the nose and mouth. In either case, resolution 
of the acute process invariably leaves some evidence 
of fibroblastic activity in the form of fibrous con- 
nective tissue proliferation. This reduces the tissue 
resistance and invites the next acute coryza with a 
repetition of the inflammatory pathology. Over a 
period of years increased thickening of the upper 
respiratory mucosa and corresponding reduction of 
resistance to infection will result. 

By the time early adulthood is reached the thick- 
ened membrane has decreased ventilation and blocked 
drainage to such a degree that a low grade sinusitis 
is established. The larynx then begins to undergo the 
same inflammatory reactions in response to the con- 
stant flow of infected secretions from above. Its re- 
sistance is lowered and, due to the thickening of the 
cords, hoarseness occurs upon the slightest vocal abuse. 

While these changes are microscopic they set the 
stage for the more serious pathologies which will 
finally bring the patient to the physician. How unfor- 
tunate that the majority of these cases are not reached 
at this early stage! It is the rare patient who seeks 
help for a mild postnasal drip, slight frequency of 
colds, and occasional hoarseness. Yet, a few brief 
questions will elicit these symptoms in patients con- 
sulting the physician for other diseases. If colds, 
hoarseness, and nasal discomfort are admitted, the 
improvement of nasal ventilation and the eradication 
of low grade sinusitis is indicated to prevent further 
laryngeal damage. 

ADVANCED STAGE 

The mucosal damage in the upper respiratory 
tract will continue to advance in the presence of re- 
peated colds, sinusitis, and traumatic stresses. A 
fibrous interference with the blood supply takes place 
through endarteritis and fibrous stenosis of the venous 
return. The mucous membrane begins to show areas 
of atrophy due to inadequate blood supply and other 
areas of edematous swelling from restricted venous 
return. Hypertrophy of the epithelium begins under 
the constant irritation of cellular infiltration and 
stromal involvement. Nasal ventilation is thus further 
restricted so that the sinus infection increases, with 
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dumping of even more irritating secretions into the 
larynx. Septal deviations hasten this process. Some- 
times systemic changes are brought about by toxic 
absorption causing development of local sensitivity 
to allergens in predisposed individuals. 


Edema and bogginess, which allow polyp forma- 
tion to occur with even greater impairment of venti- 
lation, are characteristic of allergic manifestations in 
the nose. At this stage a constant and copious discharge 
is found with improper humidification of the inspired 
air attendant upon mouth breathing. The larynx is 
doubly insulted by this discharge of mucus and the 
dry air. Dryness of air seems to be more deleterious 
to the larynx than heat or cold, probably because of 
an innate defenselessness against extremes in humid- 
ity. The cords show an almost constant injection of 
some degree, and mucosal thickening within the 
larynx becomes moderately advanced. These are found 
in patients who complain of frequent attacks of 
laryngitis, hoarseness on even slight vocal abuse, and 
much tickling in the throat. The nasal symptoms are 
moderate to marked nasal discomfort, vague facial 
pains and headache, postnasal drip, and discharge with 
crust formation. The degree of involvement is sub- 
ject to considerable variation so that the patient’s 
complaint may be only nasal or laryngeal. In this 
event the relation may be easily discovered by a few 
pertinent questions regarding the above symptoms. 


The treatment of this stage is somewhat more 
complicated since it entails surgical correction of 
septal abnormalities, removal of polyps, and roentgen 
therapy to the sinuses. In regard to polyps, many 
authorities make it a rule to evaluate the degree of 


sinus pathology by x-ray studies and then employ 
proper surgical measures such as_ ethmoidectomy, 
antrostomy, and the like to eradicate the causative 


infection. Autogenous vaccines and antihistaminic 
regimes are indicated for control of the systemic 
toxicity and the local allergic symptoms produced by 
nasal infection. It is well known that allergic and 
angioneurotic mechanisms may produce an intrinsic 
laryngeal edema that can be alarming because of the 
amount of dyspnea produced. 


TERMINAL STAGE 


_A third stage in the histopathology becomes evi- 
dent when the fibrous proliferation and the endarteritis 
progress to the point where generalized atrophy of 
nasal and sinus membranes takes place. Hyperventi- 
lation of the nasal cavity causes discomfort to the 
patient and permits marked drying and inspissation 
of the usually profuse purulent discharge. Olfactory 
disturbances in the form of anosmia and cacosmia 
will be present and facial pain and headaches are 
quite prominent. This atrophic process gradually 
spreads down the pharynx and can involve the larynx 
directly after having insulted its mucosa for years 
with improperly conditioned air .and large amounts 
of infected secretions. 


I recently observed a patient with this condition. 
His entire upper respiratory pathway was coated with 
a foul, crusted membrane extending into the larynx. 
Discomfort was extreme and hoarseness was marked. 
Some laryngeal edema became evident when the pa- 
tient failed to cooperate in the intensive hygienic 
measures instituted. A similar condition occurring in 
adolescents also produces atrophy not only of the 
mucosa but of the bony turbinates as well. Pus and 
crusting are marked and fetor and ozena are present. 
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Here the pathology is that of intense endarteritis 
associated in most instances with endocrine disturb- 
ances. The blood supply of the mucous membrane 
fails rapidly, periostitis and eventually osteitis develop 
with subsequent destruction of bone. 

These two conditions have been the subject 
of much confusion and misunderstanding, mainly be- 
cause various attempts at naming the end result have 
drawn attention away from basic etiologic and pathol- 
ogic differences. It is less confusing if the clin‘cal 
findings are evaluated in terms of histopatholozic 
changes and then treatment instituted to correct these 
changes. In this way the cause of the patient’s com- 
plaint is dealt with directly and the correct nam ng 
of the disease entity assumes secondary importance. 


SUMMARY 


In summarizing the entire process I would lil en 
the upper respiratory cavities to a system of ca ¢s 
within a mountain. All the caves are alike in tat 
they exhibit similar natural phenomena resulting from 
the action of water and other elements over a per od 
of many years. Man has found it convenient to hang 
name tags on the results of different stages and in 
so doing sometimes loses sight of the whole proccss. 
Analogous to the geologic process is the consti nt 
progress of inflammatory organic changes in the spaces 
of the upper respiratory tract due to many years of 
constant exposure to infection and irritation. These 
changes—essentially the same in every individual—are 
subject to a fixed set of variations which are so clos«ly 
blended that separating them into simple, fibrinous, 
hypertrophic, or any other specifically designated 
stages becomes a matter of personal choice and prvf- 
erence. A ready illustration of this can be found by 
referring to most standard writings on diseases of 
the nose and throat. 


Basically, no matter what names are applied, the 
picture is that of a steady process of infiltration, pro- 
liferation, and sporadically exacerbated infections 
spreading throughout the nasal cavity and related 
respiratory structures. The treatment of this process 
can also be reduced to one basic principle: obtain and 
maintain ventilation and drainage of the nose and 
sinuses by whatever mechanical procedures will ac- 
complish it. Osteopathic manipulations, radiation 
therapy, vaccines, and general hygienic care are ai- 
junctive measures that aid the body’s own healing 
power once the above state is realized. 


CONCLUSION 

In conclusion it can be reiterated that laryngitis 
is intimately related to mechanical and bacterial in- 
volvements of the upper respiratory mucosa. For the 
purpose of providing a conveniently simplified ap- 
proach to the majority of involvements commonly 
encountered in practice it has been suggested that a 
consideration of membranous reaction processes, ex- 
plainable on the basis of progressive histopathologic 
changes, be substituted for the multiplicity of arbi- 
trarily designated clinical entities that have resulted 
from individual attempts to ascribe a name to each 
of the various stages in this same membranous 
reaction. 

The many specific, recognized pathologies of the 
nose and throat which affect the larynx have been 
grouped under a special heading, thus separating them 
from the many rhinites and sinusites described wit) 
such confusion in present-day texts. 
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Disturbances of the Larynx of Neurologic Origin 


J. WALTER LARKIN, D.O. 
Phoenix, Ariz. 


aryngeal difficulties and syndromes of a neuro- 

log’ al nature are many and varied. They include the 

urlyses, both motor and sensory, due ~to lesions 

n the central nervous system itself or along the 

e of the peripheral nerves to the larynx. The 

iy is likewise varied and among the causes are 

and cord lesions, toxemias, lesions of the pe- 

heral nerves, pressures from tumors, adenopathies, 
surgical accidents. 


A brief review of the innervation of the larynx 

help to make clearer the clinical entities which 
follow. Two pairs of nerves—the superior and inferior 
laryngeal nerves—supply the larynx with motor and 
sensory fibers. These nerves, which are branches of 
the vagi, are arranged with a superior and inferior 
nerve on each side. Afferent and efferent impulses are 
carried by both pairs of nerves which are joined to- 
gether by anastomotic or association fibers. Paralysis 
is sometimes confusingly diagnosed because of the 
overlapping and anastomoses of these four nerves. 
Right and left paired muscles coordinate symmetrically 
in a normally healthy person; in paralysis, however, 
one side alone may be affected.’ 

The paired superior laryngeal nerves are not only 
the prime vasomotor, secretory, and sensory nerves of 
the larynx, but they also transmit motor impulses. The 
superior nerves leave the vagus at the level of the hyoid 
bone and divide into two branches. One branch sup- 
plies sensation to the larynx and epiglottis; the other 
supplies motor function to the cricothyroid muscle. 


The inferior laryngeal nerves provide the laryn- 
geal musculature with motor impulses. The inferior 
nerves arise from the vagus at different levels. The 
right inferior laryngeal nerve separates from the vagus 
at the point where the vagus crosses the right sub- 
clavian artery. The right inferior laryngeal then 
passes under the right subclavian artery and ascends 
between the trachea and esophagus to the cricoid carti- 
lage where it divides into two branches. The anterior 
branch innervates the cricoarytenoid, the thyroary- 
tenoid, and the arytenoid muscles. The posterior branch 
innervates the right posterior cricoarytenoid muscle 
and the arytenoid on either side of the midline. The 
left inferior laryngeal nerve leaves the vagus as the 
latter crosses the arch of the aorta. The left inferior 
laryngeal turns under the aorta and ascends to the 
thorax where it emerges. From that point the course 
and distribution of the left inferior laryngeal is very 
similar to that of the right inferior laryngeal nerve. 


The motor fibers of the vagus arise in the nucleus 
ambiguus ; here originate the automatic movements of 
the muscles of the larynx. In volitional movements 


of the larynx the motor center is controlled by cortical 
impulses from above. In speaking and singing further 
control is added from the word zone, or Broca’s center, 
which is on the left side of the brain in right-handed 
individuals and on the right side in left-handed indivi- 
duals. The sensory cells of the vagus are located in 
the jugular and nodose ganglia. There are, of course, 
corresponding afferent pathways. 

The intrinsic muscles of the larynx are divided 
into groups according to their actions: 

1. Tensors—The cricothyroid and the thyroary- 
tenoid muscles 

2. Abductors—the two posterior cricoarytenoid 
muscles 

3. Adductors—arytenoid muscle, lateral cricoary- 
tenoids, thyroarytenoids 

4. Sphincters—adductor group along with the 
muscles of the aryepiglottic folds. 

In the following discussion paralyses will be considered 
in relation to these groups. 

As stated earlier, paralyses of the larynx occur 
as both sensory and motor syndromes. The symptoms 
and visible changes produced in the organ by motor 
paralyses can usually be diagnosed. This is not true 
in sensory paralysis, however, where the diagnosis is 
frequently missed because of the absence of a simple 
diagnostic test. Touch, pain, and temperature sensa- 
tions can be elicited in the larynx. The strength of 
the sensation will vary with the sites. In general, the 
excitability of the sensory endings decreases as they 
are more distant from the surface of the body, but 
physiologically important sites such as the laryngeal 
entrance show a low threshold of excitability, especially 
in relation to reflex stimuli.? 

Sensory paralysis of the larynx implies loss of 
reflex action as well as sensory abeyance. The most 
common cause is impairment of the functional conti- 
nuity of the trunk or of the internal branch of the 
superior laryngeal nerve. Central causes include the 
bulbar lesions of tabes, myasthenia gravis, syringo- 
myelia, multiple sclerosis, hemorrhage, thrombosis, and 
tumors. In any of these diseases, anesthesia of the 
larynx is, of course, only a small part of the symptom 
complex. Certain toxins, such as those of typhoid or 
diphtheria, metals, or opium may also be causative. 
Complete anesthesia of the larynx can exist without 
the patient suspecting it; in such a case the protective 
function of the larynx is lost entirely. Thus any 
foreign matter finding its way into the larynx would 
not be expelled until it reached the trachea. 

The best and simplest way to diagnose a sensory 
paralysis of the larynx is to pass the direct laryngo- 
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scope. If sensory paralysis is present anesthesia of the 
laryngeal mucosa and absence of the reflex will be 
quickly apparent. Prodding with an applicator or with 
the closed laryngeal forceps is another diagnostic test. 
Failure to produce a reflex cough is indicative of 
sensory paralysis. 

Tensor paralysis, paralysis of the external tensors, 
or paralysis of the cricothyroid muscle follows lesions 
of the superior laryngeal nerves. These nerves are 
affected much less frequently than are the inferior 


laryngeal nerves, probably because the superior nerves - 


follow a much more direct course than do the inferior 
nerves and are thus exposed to fewer morbid processes. 
Paralysis of the cricothyroid muscle is a fairly com- 
mon aspect of a general paralysis picture. As an 
isolated paralysis, however, it is quite rare. 

Any lesion affecting the trunk or the motor neu- 
rons of the superior laryngeal nerve will produce a 
paralysis of the cricothyroideus. If the lesion is above 
the nucleus ambiguus, the paralysis will be spastic; 
if it is below, the paralysis will be flaccid. The func- 
tion of the cricothyroideus is to fix the thyroid cartilage 
on the cricoid and thus resist the pull of the thyroary- 
tenoidei as they contract to firm the edges of the vocal 
cords. Without this fixation the contraction of the 
thyroarytenoidei produces wrinkles in the margins of 
the vocal cords. Since the lesion usually involves the 
lower motor neuron paralysis is of the flaccid type and 
the wrinkling is exaggerated. This wrinkling is the 
diagnostic factor in the appearance of this lesion for 
both abduction and adduction are normal. If the lesion 
is unilateral the long axis of the glottis is askew, the 
cords appear to be on a different level, and the wavi- 
ness is in one cord only. When the laryngoscope is 
used, the waviness disappears as the tip reaches the 
anterior commissure and free movement is seen at the 
cricoarytenoid joints during the passive mobility test. 


Symptoms in this lesion include weak, rough voice 
of lower than normal pitch and respiration of a wheezy 
character. When the paralysis is bilateral tracheo- 
bronchial cough becomes prominent because the pro- 
tective reflex is lost as a result of the anesthesia of 
the larynx. Treatment and prognosis depend entirely 
on the causative factor and its amenability to therapy. 
Recovery of function is rare no matter what the cause, 
but in many cases there is improvement from com- 
pensatory adjustment of the laryngeal musculature.° 


Bilateral and unilateral abductor paralysis is fairly 
common though unilateral is much the more frequently 
encountered. Bilateral paralysis is more commonly 
diagnosed, however, because it produces such urgent 
dyspnea that careful search is made for the cause. 
Chevalier Jackson‘ found that unilateral paralyses out- 
number bilateral paralyses 107 to 151. The most com- 
mon etiological factor in paralysis of the abductor 
muscles is goiter and the effects resulting from the 
surgical removal of the thyroid. The hypertrophied 
gland itself may impair the integrity of the nerve. 
Cicatrization and swelling involving the nerve fol- 
lowing surgery us well as the surgical accident of 
severing the nerve may produce the clinical picture. 
Moreover, any pathological process which involves the 
inferior laryngeal nerves in their long pathways will 
produce the syndrome. This, of necessity, includes 
aneurysm of the vessels under which they pass, tumor, 
trauma, adenopathy, thickened pleura, tuberculosis, and 
syphilis, as well as the toxemias and central neurologi- 
cal entities already named. 
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The chief function of the posterior cricoary- 
tenoidei, which are the chief abductor muscles of the 
larynx, is to hold the glottis open for the entrance of 
air. When they are paralyzed the powerful, unopposed 
adductor muscles shut the glottic airway. The right 
and left inferior laryngeal nerves are on their respec- 
tive sides of the midline tissues. Injury to one nerve 
produces unilateral paralysis; injury to both nerves 
is necessary to produce bilateral paralysis. This applies 
to all the nerve fibers below the ambiguous nuclei. 
Above the nuclei the corticobulbar fibers cross nd 
while this is only a partial decussation it is sufficient 
to allow motor control from both sides of the cerel,ral 
cortex. Hence a lesion on one side of the coriex 
might not only not produce a unilateral paralysis ut 
it might not produce any paralysis at all unless he 
lesion were of sufficient size to effect the neurons on 
both sides at once. This situation is not true o° a 
lesion at the area of decussation, however, because 
here a small involvement could reach the upper neu- 
rons of both sides and thus produce a bilateral par: ly- 
sis. Lesions of the upper neurons produce spastic 
paralysis while lesions of the lower neurons (below 
the nucleus ambiguus) cause flaccid paralysis. 


The laryngeal nerves encased in the vagi, from 
their origin in the ambiguous nuclei to their exit from 
the skull via the jugular foramina, run a nearly parallel 
course and are not widely separated. Thus a lesion 
in this area would produce a unilateral or bilateral 
paralysis depending on its size and location. Even 
outside the skull the foramina are close enough for 
both nerves to be affected by a large growth. Exten- 
sion of a growth or infection from the nasopharynx 
or sphenoid sinus is an etiological possibility in this 
area. 


In view of the aforementioned factors it is easily 
understandable that diagnosis, and particularly the 
localizing of the causative lesion, may be a difficult 
problem. The important thing to remember in this 
type of paralysis is that the larynx is paralyzed shut. 
This may allow good phonation but on attempted in- 
spiration much difficulty is encountered and_ stridor 
and snoring are produced. In the laryngeal mirror the 
cords will appear in approximation but the patient 
will be unable to abduct them on attempted inspiration. 
Occasionally, however, the cords will be paralyzed 
in the midline but on different levels. This will not 
be discernible in the reflected image in the mirror but 
the stridor and inspiratory difficulty will be noticeably 
absent. The individual in whom this syndrome has 
developed slowly over a long period of time usually 
controls dyspnea and stridor very well for he has 
learned to breathe slowly and easily and not to cause 
a great demand for air. 


The appearance of the cords through the anterior 
commissure laryngoscope corroborates the findings of 
the mirror: The cords are in the position of normal 
phonation and they never separate. Through this 
instrument it can also be determined whether the 
cords are on a different level. Spasticity and flaccidity 
can be differentiated via the passive mobility test. In 
this test the arytenoid eminences, which are pulled 
forward, are moved backward by the instrument; 
when the pressure is removed, they tumble forwarl 
again. Localization and diagnostic description of the 
causative lesion in this type of paralysis is frequently 
difficult and may require all the skill of the laryngolv- 
gist and neurologist. The indication in treatment is to 
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prevent asphyxia. This usually requires tracheotomy 
or King’s operation or one of its modifications. 


Adductor paralysis, using the term in its most 
accurate meaning, is a rare condition. However, ac- 
cording to Chevalier Jackson,’ if the larynx were 
always examined following cerebral concussion more 
cases would be diagnosed. As part of a complete 
laryngeal paralysis adductor paralysis is relatively 
common, 


The function of adduction of the cords is nearly 
al. ays a voluntary one and requires a cortical impulse 
fo its accomplishment. The cortical etiological factor 
ho--, then, is subject to the same conditions which 
apply in abductor paralysis ; that is, one huge lesion or 
a pair of exactly symmetrical lesions are necessary 
to ‘lock the upper neurons on both sides of the cortex 
at once. At the decussation the lesion need not be 
large. Spastic paralysis is thus produced and a hyper- 
tonicity of the muscles supervenes. Unilateral paralysis 
of the adductors is never complete since the ary- 
tenoideus cannot be unilaterally paralyzed because of 
the overlapping of innervation. 


In contradistinction to abductor paralysis where the 
cords are paralyzed shut, the cords are paralyzed open 
in adductor paralysis. This prevents the use of the 
cords as a vibratory medium to produce sound; as a 
result the voice is lost. Unless care is taken in using 
the laryngeal mirror, the paralysis will be missed for 
the cords appear to be nearly normally abducted. Close 
iispection will reveal, however, that they are not as 
widely separated as in real abduction and that they 
appear to be spastic and hypertonic. Moreover, on 
attempted phonation the cords cannot be made to ap- 
proximate, the arytenoids do not move medially, and 
only a fricative sound is heard. Occasionally, only 
the arytenoideus is paralyzed. In such a case the cords 
approximate anteriorly to the cartilaginous glottis, be- 
hind which is a triangular chink with unopposed cords. 

The diagnostic factor when using the laryngoscope 
is the absence of the snapping shut of the glottis on 
coughing. Instead, the cords cannot approximate and 
the cough produces very little sound. When the ary- 
tenoideus only is paralyzed the triangular chink pos- 
teriorly is freely discernible. In using the laryngeal 
mirror in this syndrome three tests should always be 
used : 


1. The patient is asked to say E-e-e-e-e. 
2. The patient is asked to cough. 
3. The patient is asked to laugh. 
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If the cord approximates in its entirety, even if 
no sound is heard, no organic adductor paralysis is 
present. If the cords approximate but leave an unop- 
posed posterior triangular chink, arytenoideus paralysis 
only exists. It is well to remember that fixation of 
the cricoarytenoid joints will prevent approximation 
of the cords; this can be eliminated by use of the 
passive mobility test. Interarytenoid tuberculosis in- 
filtration will also prevent approximation of the ary- 
tenoids and can be excluded by the above test. As in 
the aforementioned lesions, diagnosis may be a diffi- 
cult neurological problem. Needless to say all serologi- 
cal tests should be used. 

In the foregoing clinical entities paralysis of 
definite groups of laryngeal muscles—tensors, abduc- 
tors, adductors—have been considered. In view of the 
varied etiology and location of the pathologic lesions 
it naturally follows that varying degrees of group 
paralysis can occur. In bilateral incomplete paralysis 
of the larynx all muscles with the exception of the 
arytenoideus are without function. In complete paraly- 
sis even this muscle is paralyzed. When this condition 
is reached gradually due to an organic lesion the 
sequence of paralysis follows Semon’s law which 
states that the abductors are affected first, then the 
tensors, next the adductors, and last the tonus. The 
most accepted explanation of this is that function is 
lost according to the age of the muscles; since the 
adductors are older phylogenetically, their function 
persists until last.5 

The etiology and pathology here closely parallel 
those already described. The reflection of the cords in 
the laryngeal mirror shows them motionless midway 
between the position of deep inspiration and phona- 
tion. The chink of the glottis appears ellipsoidal and 
does not alter during inspiration, expiration, or phona- 
tion. The most striking appearances on laryngoscopic 
examination are in relation to movement. The glottis 
does not close during reflex cough nor does it open 
wide on deep inspiration. The sudden opening and 
closing of the cords is strikingly absent. It is here 
that the differentiation between complete and incom- 
plete paralysis can be made. If the arytenoideus re- 
mains unparalyzed its motion can be detected by 
laryngoscopic inspection. The outstanding symptom 
is a weak voice and a fricative sound of waste of the 
breath on attempted phonation. There is also a cough. 
Because of a subjective shortness of breath and a 
difficulty in getting up secretion in the trachea, a diag- 
nosis of asthma is frequently made. 
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It will not be possible to consider in this article 
the special clinical features along with the histopathol- 
ogy of each kind of nonmalignant lesion of the larynx. 
I will, therefore, review the fundamental principles 
that apply to all benign growths and specially empha- 
size the more common lesions. 


A neoplasm may be described as an autonomous 
mass of new tissue without function. A lesion is con- 
sidered benign when it does not metastasize or infil- 
trate normal tissue. In dealing with the larynx it is 
important not to confuse “benign” with “innocent.” 
Although histologically benign, a tumor may prove 
lethal as a result of obliterative or paralyzing pressure 
or massive obstruction. Common benign tumors of 
the larynx are papillomas, mucous polyps, fibromas, 
cysts, vocal nodules, pachydermia, and mixed tumors 
(myxofibroma and angiofibroma). 


Cunning? found polyps to be the most frequently 
encountered benign lesion of the larynx. Certain types 
of papilloma are also met with quite frequently 
although the multiple papillomas of childhood are 
gradually disappearing thanks to improved diet and 
sanitary conditions and periodic school health examina- 
tions. Statistics indicate that the ratio of malignant 
to benign tumors of the larynx is about one to seven. 
However, Lederer and Hollender? question these fig- 
ures. They point out that since malignant lesions are 
more likely to be reported, one malignant to twenty 
benign lesions is a more realistic ratio. 


DIAGNOSIS 


Diagnosis is determined by the symptoms and 
the typical appearance of the larynx as seen on mirror 
examination or by direct laryngoscopy. Hoarseness 
is probably the chief symptom of a tumor of the 
larynx. Other symptoms include cough, difficulty in 
swallowing, stridorous and labored breathing, cyanosis, 
and suffocation. The symptoms will vary depending 
upon the size and location of the lesion. Even a small 
tumor located in the anterior commissure may cause 
aphonia by preventing approximation of the vocal 
cords. Conversely, a large, soft growth situated below 
the cords may in no way interfere with phonation. 
Chronic irritation and paroxysmal hoarseness, espe- 
cially after loud talking, may be the only symptoms 
of the lesion. If an unrecognized tumor is allowed 
to increase in size until it obstructs the larynx it may 
cause death from asphyxia. In cases of asphyxia of 
the newborn congenital cysts should be considered. 
Frequently the complaint of a “lump in the throat” 
is erroneously diagnosed as globus hystericus ; actually 
a large benign tumor is a very likely cause for this 
complaint. 


A conclusive diagnosis involves a careful exami- 
nation not only of the larynx and adjacent structures 
but of the patient as a whole. Included in a complete 
physical examination should be such laboratory studies 
as the Wassermann test, blood chemistry, urinalysis, 
and sputum analysis. Also, x-rays should be taken 
of the chest and sinuses. Microscopic examination of 
tissue removed by forceps should be done on all cases 
to complete diagnosis.* Benign laryngeal tumors are 
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to be differentiated from each other, from carcinoma, 
and from such chronic inflammations as tuberculos s, 
and syphilis. 


Examination of the larynx in the adult is male 
with the mirror and with the direct laryngoscope; n 
children it can only be accomplished by direct lary »- 
goscopy.* If because of a rigid or overhanging e¢; i- 
glottis it is difficult to get a good view of the anteri»r 
commissure with the mirror, direct laryngoscopy is 
indicated before rendering an opinion. Every vesti:e 
of the larynx must be seen before the otolaryngolog'st 
calls his examination complete. Inspection of tie 
trachea with a bronchoscope or tracheoscope is r:- 
quired in all cases before ruling out the presence «f 
a tumor. The lateral roentgenogram of the neck ‘s 
invaluable in demonstrating large tumors and in mai y 
instances even very small growths can be shown n 
the lateral projection. 

TREATMENT 

Chevalier Jackson® believes that benign growtlis 
should be removed in practically every case. The indi- 
cations are “impairment of voice, obstruction of the 
airway and the possibility of malignant changes.” 
Occasionally a lesion can be removed by indirect 
laryngoscopy with the aid of a laryngeal mirror using 
a curved forceps. In most instances, however, direct 
laryngoscopy under local anesthesia is the most desir- 
able method. In children under the age of 3 no anes- 
thesia is necessary. For patients over 3 years of age 
a mild sedative such as phenobarbital may be given 
1 hour before examination plus a single spray of 10 
per cent cocaine hydrochloride or 2 per cent solution 
of Pontocaine Hydrochloride to oropharynx ani 
larynx. Occasionally a severe reaction to Pontocaine 
may be encountered, particularly in children. The 
reaction may be in the form of respiratory embarrass- 
ment and asphyxia. Intravenous administration of 
Pentothal Sodium, 1 to 2 cc. of a 2% per cent solution, 
is a specific antidote. 


I should now like to review briefly the procedure 
used at the Bronchoscopic Department of the Osteo- 
pathic Hospital of Philadelphia in removing benign 
growths of the larynx and to mention some of the 
pitfalls encountered.® 


In preparing the patient, the stomach should be 
empty to eliminate retching and vomiting. For morn- 
ing surgery, “nothing by mouth after midnight” is 
ordered; for afternoon surgery, the patient may be 
allowed a glass of strained orange juice or a cup of 
coffee at 7 a.m. Anesthesia used is 10 per cent cocaine 
solution sprayed on the oropharynx, base of tongue. 
and soft palate. This is followed by an instillation of 
2 per cent solution of Pontocaine, % to 1 cc., into the 
larynx under guidance of a No. 6 laryngeal mirror 
This procedure is repeated three times at 5 minute 
intervals. A fourth instillation of Pontocaine is some 
times required depending on the individual patient. 

The desirable instrument for proper exposure is 
the anterior commissure laryngoscope. The shape 0} 
the end and the arrangement of the light chamber ar 
best for vision and the instrument will not traumatiz« 
the cords in passing through the glottis It can als« 
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he used to elevate the ventricle or cord for better ex- 
posure of the lesion underneath. 

The instruments for removal of the tumors are 
the straight and angular cupped forceps. There are 
three different sizes for each type, each size being more 
adaptable for a certain size tumor. These growths 
must be removed with utmost precision to prevent 
damage to the cords with resultant impairment of the 
voice. Not one normal fiber of normal elastic tissue 
should be needlessly sacrificed. In case of firm 
tissues the cutting forceps may be needed. For ex- 
posure of tumors at a level below the cords it is 
simply a matter of allowing the anterior commissure 
laryngoscope to slip through the glottis between the 
cords. Growths in the trachea can be exposed in this 
manner and dealt with very satisfactorily. 

An important fact to bear in mind when removing 
benign tumors of the larynx is that these growths are 
superficially attached and there is no justification or 
indication for radical removal of the base. As far as 
recurrence is concerned~there is little or nothing to 
be gained and much damage can be caused with the 
slightest removal of normal tissue from the edge of 
the cord. Cicatricial contraction follows causing im- 
pairment of voice. It is better to allow a little of the 
basal tissue to remain; if further removal is indicated 
it can be done at a later date. When a little too much 
tissue has been removed it can never be replaced. 

Papillomas are the only exception as far as tend- 
ency to recurrence is concerned and here again nothing 
is gained by radical removal. They are among the 
commonest of all benign tumors of the larynx and 
will recur in new locations regardless of how radically 
the growth may have been removed from the original 
site. The management of papillomas in children re- 
quires special care. These tumors recur with great 
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persistence; however, it must be remembered that 
they are always benign and usually self-limited. If 
there has been no injury to the cords during treatment 
the child will have a perfect voice when the papillomas 
cease to recur. The best treatment is to scalp the 
growths off flush with the surface by direct laryn- 
goscopy as soon as they appear. This procedure may be 
extended over a period of several years and should be 
done at frequent intervals. There is much greater 
danger of asphyxia in children as compared to adults 
because of the smaller size of the larynx. Tracheotomy 
is indicated in any case of papilloma in a child where 
there is evidence of obstructive laryngeal dyspnea. 

The postoperative care of endolaryngeal opera- 
tions for the removal of benign growths consists of 
absolute voice rest and steam inhalation with compound 
tincture of benzoin. The patient is usually discharged 
from the hospital on the following day. Complications 
are exceedingly rare; however, growths involving a 
large area might possibly lead to a reaction sufficient to 
cause stenosis. This possibility should be borne in 


mind. 
SUMMARY 


Benign tumors of the larynx are probably more 
common than statistics show. One malignant tumor in 
twenty is probably the average laryngologist’s experi- 
ence. 

A tumor in the larynx may be benign, yet not inno- 
cent, since it may prove lethal by obliterative or para- 
lyzing pressure or massive obstruction. 

Diagnosis is made on the basis of symptoms, 
mirror examination, direct laryngoscopy, and biopsy. 
Benign tumors should be removed in practically every 
case; indications are impairment of voice, obstruction 
of airway, and possibility of malignant changes. 
3025 Diamond St. 
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EYES AND INDUSTRY. Formerly Industrial Ophthalmology. 
By Hedwig S. Kuhn, M.D., Industrial Ophthalmologist, H d, 
Indiana. Ed. 2. Cloth. Pp. 378, with illustrations. Price $8.50. The 
C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, 1950. 


Industrial ophthalmology is a very specialized field that 
has not received enough attention in the past. It is true that 
monographs have been published on certain aspects of the 
field but this is the first book which has attempted to “co- 
ordinate much of the essential information relating to the 
various problems that confront industry and which also bear 
a special relationship to ophthalmology.” ; 

One of the greatest contributions of the book—greatest 
because it is probably the most needed—is a testing procedure 
program for industry based on a detailed visual job analysis. 
This information alone makes the book a must for every 
physician and ophthalmologist living and working in an indus- 
trial community, and particularly those doctors directly asso- 
ciated with a company medical department. 

The book is quite complete. There are chapters on visual 
testing in industry, visual skills, visual standards, corrective 
programs; a comprehensive chapter by Albert C. Snell on 
industrial eye injuries caused by solid bodies; chapters on 
radiation, chemical eye injuries, eye protection (including a 
goggle program), illumination, the place of the blind in 


industry, and information on monocular cataract and epidemic 
keratoconjunctivitis. There is a very extensive appendix which 
includes criteria for a modern industrial eye program, stand- 
ards for appraising loss of visual efficiency, federal specifica- 
tions for goggles, standing orders for nurses for first aid and 
emergency care of eye injuries, an evaluation of visual testing 
technics in industry, a report on the new Doctor’s Ortho-Rater, 
information about the Wise Owl Club, and official statements 
regarding the effect of fluorescent light on vision and the 
use of tinted lenses. 


The book contains some very excellent photographs 
including three color plates. Complete references are given 
at the end of each chapter. This is a second edition. 


RESEARCHES IN BINOCULAR VISION. By Kenneth N. 
Ogle, Ph.D., Section on Biophysics and Biophysical Research; Research 
Consultant in the Section on Ophthalmology, Mayo Foundation and 
Mayo Clinic, Rochester, Minnesota. Cloth. Pp. 345, with illustrations. 
Price $7.50. W. B. Saunders Company, West Washington Square, 
Philadelphia 5, 1950. 


Most of the material presented in this monograph is the 
result of 18 years of research in binocular vision conducted 
at the Dartmouth Eye Institute, located in Hanover, New 
Hampshire, which was originated and headed by Adelbert 
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Ames. The author has taken much of his subject matter 
from papers published by the other members of the group, 
but a very large amount of it is his own work. He states 
that the book is not an attempt at an all-inclusive work on 
the subject of binocular vision, but an organization and inte- 
gration of the research conducted at the institute. 

This book, limited as it is to such a specific problem, 
and presented in so technical a manner, will probably not be 
of interest to the general practitioner. Ophthalmologists, how- 
ever, and particularly those actively interested in research, 
will find it extremely valuable. 


BRONCHOESOPHAGOLOGY. By Chevalier Jackson, M.D., 
Se.D., LL.D., F.A.C.S., Honorary Professor of Bronchoesophagology 
and Laryngeal Surgery, Temple University, Philadelphia; and Chevalier 
L. Jackson, M.D., M.Sc., F.A.C.S., Professor of Bronchoesophagology 
and Laryngeal Surgery, Temple University, Philadelphia. Cloth. Pp. 
366, with illustrations. Price $12.50. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, 1950. 


The present book was written as a result of complete 
exhaustion of earlier editions of texts by the Jacksons, both 
in English and in severa! other languages. Written primarily 
for beginning students of the science, it stays within the 
bounds of a practical textbook and guide to technic. The 
book begins with an interesting discussion of the implications 
of the term “bronchoesophagology,” as presented by the senior 
author to the annual meeting of the American Bronchoscopic 
Society in 1938, when the term was first adopted. 


The text proper is divided into two parts, first bron- 
chology, and then esophagology, but, as is inevitable with such 
closely allied fields, there is a great deal of overlapping. 
Consequently most of the general information is contained 
in the first section, and is referred to, with pertinent expan- 
sions, in the second. Anatomy and physiology; endoscopy, in 
general and with 1eference to foreign objects; diseases; and 
abnormalities are discussed in each section. Particular atten- 
tion is given to the details of technic, and it is emphasized 
over and over again that these must be followed exactly, 
with virtually no variations, and that an infinite amount of 
practice is required for perfection of technic. The authors 
stress the fact that this book is a supplement to and not a 
substitute for clinical experience; it is, however, an indis- 
pensable supplement. 


The authors are good at writing as well as at teaching. 
The reader is apt to find himself browsing through the book, 
reading as much for pleasure as for knowledge. The layout 
of the book also makes for easy reading. It is printed in 
two columns on good grade paper, in fairly large print. All 
in all, this work can be unhesitatingly recommended to students 
and practitioners. 


ESSENTIALS OF OPHTHALMOLOGY. By Roland I. Pritikin, 
M.D., F.A.C.S., F.1.C.S., Eye Surgeon, Rockford Memorial, Winne- 
bago County and Swedish-American Hospitals, Consulting Ophthal- 
mologist, St. Anthony Hospital, Rockford, Ill. Cloth. Pp. 561, with 
illustrations. Price $7.50. J. B. Lippincott Company, East Washington 
Square, Philadelphia, 1950. 


This is another in Lippincott’s “essentials” series, intended 
primarily for use as a handbook by the busy physician in his 
everyday office work, but of value to students as well. 

The book is divided into two sections. The first part 
covers the basic optical sciences (anatomy, development, and 
physiology of the eye), examination of the eye, the use and 
fitting of spectacles, and industrial ophthalmology. Emphasis 
is given to the last because of the number of industrial acci- 
dents to the eye which the general practitioner is called upon 
to treat. It includes a practical discussion of first aid, an out- 
line of compensation laws and principles, and a consideration 
of medical jurisprudence. 

The second half of the book is devoted to diseases of the 
eye. These are taken up according to the parts affected, in 
order of their increasing complexity. Commonly seen condi- 
tions such as foreign bodies, cataract, and conjunctivitis are 
stressed. Particularly helpful are the tables of ocular mani- 
festations of diseases. It was the primary, although not the 
sole, purpose of the author in writing this section to enable 
the family physician to diagnose accurately those conditions 
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which would bring the patient to him rather than to a special- 
ist, and to institute such treatment as is possible in his office. 
Differential diagnosis and office treatment are consequently 
emphasized throughout. ; 


Like the other books in this series, “Essentials of Ophthal- 
mology” is a practical reference book, both fundamental and 
comprehensive, a worthy addition to any general practitioner's 
library. 


PRINCIPLES OF OPHTHALMOLOGY. By Thomson Hender. 
son, M.D., Senior Surgeon Nottingham and Midland Eye Infirmary, 
Ophthalmic Surgeon, Royal Midland Institution for the Blind, De 
Vincentiis Gold Medallist, Eleventh International Ophthalmologic 
Congress, Naples, 1909, Doyne Memorial Lecturer, Oxford Opht! 
mological Congress, 1926. Cloth. Pp. 230, with illustrations. Pri 
$4.50. Grune & Stratton, 381 Fourth Avenue, New York 16, 1950, 


The title of this monograph is misleading. Rather than - 
discourse on the fundamentals of ophthalmology, it turns o: 
to be an elaboration of a specialized problem in which the 
author is interested, namely, the matter of intraocular pressure. 
The limited scope of the work makes it of little or no val 
to most physicians. Researchers, particularly those working 
the field of ophthalmology, will find it interesting. 


Henderson does not agree with the generally accept 
theory that the intraocular pressure is 25 mm. Hg, and th 
circulation of the aqueous outside the retina and uvea does 1 
occur. The author believes instead that the intraocular pre.- 
sure is only 10 mm. Hg, and that it circulates freely throu: 
the suprachoroidal space. Concerning the function of the va-- 
cular choroid as a counter-weight to the lens and the < 
velopment and innervation of the intraocular musculatu: 
Henderson also disagrees with generally accepted teaching. To 
substantiate his convictions he has made a study of over 2(0 
mammalian eyes of nearly every phylogenetic order, and he 
presents comparative findings via discussion, drawings, and 
microphotographs, all of which are comprehensive. 

Unfortunately the attitude of the author towards those 
with whom he disagrees is far from commendable. Discrediting 
one’s adversaries, as a man of Henderson’s rank should know, 
has a way of rebounding. In the present book the diatribe 
detracts seriously from the strength of the author’s argument 


PHYSIOLOGY OF THE EYE. By Francis Heed Adler, M.A., 
M.D., F.A.C.S., William F. Norris and George E. de Schweinitz 
Professor of Ophthalmology, School of Medicine, University of Penn- 
sylvania, and Consulting Surgeon, Wills Hospital, Philadelphia. Cloth. 
Pp. 800, with illustrations. Price $12.00. The C. V. Mosby Company, 
3207 Washington Blvd., St. Louis 3, 1950. 


Faced with revising the 20 year old work on clinical 
physiology of the eye or writing an entirely new text, the 
author decided upon the latter procedure. Basic physiology 
required a fresh point of view, he felt, and knowledge of 
many aspects of the subject has increased so greatly during 
these years that much of the earlier work is outdated. 

The present book offers to students and general practi- 
tioners alike the recent findings of laboratory investigators 
and their clinical applications. It is the hope of the author 
to encourage the reader to perform experimental research of 
his own for the purpose of discovering even more correlations 
between optical physiology and clinical experience than are 
given here. 

Subject matter is first arranged anatomically—the eye- 
lids, cornea, aqueous humor, iris and pupil, et cetera, are 
considered—and then physiologically, with chapters on ocular 
circulation, light, metabolism of the retina, photochemistry of 
vision, electrical phenomena, visual acuity, and so on. Appli- 
cations of physiologic phenomena to clinical diagnosis and 
therapeutics are adequately detailed. The illustrations, most 
of which are diagrammatic, are clear and well presented. An 
excellent bibliography is appended to each chapter. 

The author writes in an easy and uncomplicated style, 
with a good choice of simple words. It is an excellent style 
for a textbook, since it makes for prompt understanding an 
long retention of the information. The book, as a cons 
quence, should become highly popular among medical students 
and their instructors. 
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DIFFERENTIAL DIAGNOSIS OF INTERNAL DISEASES. By 


Julius Bauer, M.D., F.A.C.P., Clinical Professor of Medicine, College 
of Medical Evangelists, Los Angeles; Senior Attending Physician, Los 
Angeles County General Hospital; Consultant in Medicine, White 
Memorial Hospital, Long Beach Veterans Administration Hospital, and 
Cedars of Lebanon Hospital, Los Angeles; Formerly Professor of 
Medicine, University of Vienna. Cloth. Pp. 866, with illustrations. 
Price $12.00. Grune & Stratton, Inc., 381 Fourth Ave., New York 
City, 1950. 


[his volume on internal medicine would be a valuable 
ad jition to the library of any physician. The book is divided 
into two sections: Leading symptoms and leading signs. 
Unijer the former are discussed such problems as headache, 
ch pain, abdominal pain, backache, vertigo, nausea, and 
yo iting. Under leading signs are discussed habitus, respira- 
tor’ system, hemopoietic and uropoietic systems, cardiovascular 
sys m, hyperthermia and fever, glycosuria, and kindred 
$l ects. 

[he individual chapters are concise, well written, and 
contain information of value in general practice. At the end 
of «ach chapter are a summary outlining the most important 
features considered and a list of pertinent bibliographic 
reicrences. 

The paper and print are of good quality. 

Artuvur B. Twersxy, D.O. 


ELECTROENCEPHALOGRAPHY. Edited by Denis Hill and 
Geoffrey Parr. Cloth. Pp. 438, with illustrations. Price $13.00. The 
Macmillan Company, 60 Fifth Ave., New York 11, 1950. 


This is the first comprehensive text on electroencephalog- 
raphy in which the fundamentals of the subject are treated 
and in which much of the information scattered throughout 
the literature is collected and organized. There is an intro- 
ductory history of electroencephalography which should serve 
to orient workers in the field. The technical discussion of 
recording equipment will be of greater value to men in 
electrophysiological research than to the practicing physician. 
Chapters on physiology, biochemistry, and pharmacology as 
related to electroencephalography are included. Of particular 
clinical interest are the chapters on epilepsy, intracranial 
tumors, cerebral trauma, and psychiatry. The appendix con- 
tains information on setting up an electroencephalographic 
laboratory and a glossary of terms. 

As is so often the case in a series of papers by different 
writers, the quality is uneven. All the contributors are out- 
standing men in their fields, but some are more adept at 
writing than others. The text as a whole should be of value 
to all physicians interested in electroencephalography. 

Artuur B. Twersky, D.O. 


PLASTIC AND RECONSTRUCTIVE SURGERY. A Manual of 
Management. By Ferris Smith, M.D., F.A.C.S., Consultant in Plastic 
Surgery, Blodgett Memorial Hospital, Grand Rapids, Michigan. Cloth. 
Pp. 895, with illustrations. Price $15.00. W. B. Saunders Company, 
West Washington Square, Philadelphia, 1950. 


This is a very specialized book on a very specialized 
subject. It was written specifically as a guide for the experi- 
enced surgeon although the student of plastic and recon- 
structive surgery will undoubtedly find it of interest. The 
author is particularly concerned about the continued trend 
which popularizes the use of the tubed pedicle and its con- 
veyed flaps, the use of Indian forehead flaps in facial repair, 
and the skin grafts of Thiersch, Reverdin and Wolfe in 
preference to older and even newer technics of choice. Smith 
feels that the above mentioned and similar procedures, which 
were introduced following World War I, are procedures of 
necessity which “rarely, if ever, permit correction of the 
cosmetic disability which, in the majority of cases, is half, 
if not all, of the surgeon’s responsibility. Today,” he continues, 
“it is only occasionally that [the surgeon] does not have a 
choice of procedure.” 

Smith investigates the various procedures thoroughly. 
Through experience he has found certain technics to be more 
satisfactory than others. However he admits that “there are 
other methods that produce acceptable results, but,” he warns, 
“they should be based on principles outlined.” The author 
introduces his manual with a discussion of general considera- 
tions. He then takes up clefts and fractures of the face, 
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general surgical procedures and treatment, operative procedure 
and treatment, defects of the scalp and cranium, meloplasty, 
blepharoplasty, otoplasty, rhinoplasty, cheiloplasty, cervico- 
plasty, functional and cosmetic disability of the facial bones, 
the trunk, and the extremities. 

The book contains numerous excellent photographs which 
clearly illustrate various stages of reconstruction. A complete 
bibliography is included at the end of the book. 


THE PHYSICIAN EXAMINES THE BIBLE. By C. Raimer 
Smith, B.S., M.D., D.N.B. Cloth. Pp. 394. Price $4.25. The 
Philosophical Library, Inc., 15 East 40th Street, New York 16, 1950. 


“The Physician Examines the Bible” is one doctor's 
answer to the question: Has science outdated the Bible? 
Smith, whose hobby is study of the Bible, thinks not, and 
to prove his point he has made a complete analysis of the 
Old and New Testaments and the Apocrypha from a medical 
point of view. 

In the first part of the book the author examines Old 
Testament physicians, health laws, references to parts of the 
body, pestilences and plagues, medicines, diseases both physical 
and mental, sex relations, et cetera and compares them with 
present day practices. Similar notes are collected on the 
Apocrypha. There is a chapter on Biblical usage of alcoholic 
liquors and a discussion of temperance vs. prohibition. The 
question of cures by faith is likewise given a separate chapter. 
Smith’s differentiation of functional and organic disease and 
his explanation of the very important part played by faith 
in the cure of functional disease is quite satisfactory from 
both a theological and a medical point of view. He points 
out, however, that organic diseases must be treated by medical 
means if a permanent cure is to be effected. 


In his discussion of the New Testament the author neces- 
sarily dwells a great deal on the healing miracles of Jesus, 
the question of the virgin birth and the resurrection, and the 
psychology of Jesus. New Testament medical practices are 
also analyzed. 

The longest chapter of the book discusses the relationship 
of evolution to the Biblical story of creation. A complete 
explanation of the theory of evolution is given in clear, simple 
language. Smith finds no disagreement between the Bible and 
the theory of evolution provided a literal interpretation of 
the Bible is not applied. 

A complete medical concordance is given for the Old 
and New Testaments and the Apocrypha. This book obviously 
was written for the layman as the author takes great pains 
to explain even the simplest medical terms. Nevertheless, the 
book represents a tremendous amount of unique research and 
because it was written by a physician from a medical point 
of view it should have a wide appeal to doctors. Smith, an 
elder emeritus of Christian (Disciples of Christ) denomination, 
is now in private practice. 


THORACIC SURGERY. By Richard H. Sweet, M.D., Associate 
Clinical Professor of Surgery, Harvard University Medical School. Cloth. 
Pp. 345, with illustrations. Price $10.00. W. B. Saunders Company, 
West Washington Square, Philadelphia, 1950. 


The purpose of this monograph is to enable the general 
surgeon to develop a proficiency in the technics of thoracic 
surgery. The emphasis throughout is on operative procedures 
which are most commonly employed. Mention of methods 
which are obsolete or still in the developmental stage are 
therefore kept to a minimum. Discussions of appropriate 
applications of the methods, prevention and overcoming of 
difficulties which may be encountered, and postoperative care 
of the patient, all of which are necessary adjuncts to the 
actual operations, are also given detailed consideration. 

The subject matter is arranged on a regional anatomic 
basis. Introductory chapters cover the surgical anatomy of 
the thorax, general technical considerations, and thoracic in- 
cisions. Specific technics are then presented for surgery of the 
chest wall; the pleural cavity; the lungs; and the mediastinum 
including the heart and great vessels, the thoracic duct, and 
the esophagus. Abdominal operations performed through 
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thoracic incisions, and surgery of the diaphragm are also 
described in detail. ‘ 

The author is a capable writer, presenting his information 
clearly and explicitly. The drawings, most of which were 
made by Jorge Rodriguez Arroyo, M.D., are excellent, and 
augment the text as no photographs possibly could. The sur- 
geon who wishes to familiarize himself with the procedures 
of thoracic operations should find this book most useful. 


PERSONALITY PROJECTION in the Drawing of the Human 
Figure. By Karen Machover, Kings County Psychiatric Division, New 
York City. Cloth. Pp. 194 with illustrations. Price $3.50. Charles C 
Thomas, Springfield, 1949. 


Projective technics in personality investigation have been 
coming to the fore as psychiatric aids for the past 30 years 
and have achieved a position of importance in the last 10 years. 
One of the newest of these technics is the interpretation of 
patients’ drawings of the human figure. This is the field of 
Machover’s book, and she covers it well. 


THE MANAGEMENT OF FUNCTIONAL UTERINE BLEEDING 


The management of functional uterine bleeding no longer 
poses a difficult problem according to Robert B. Greenblatt, 
M.D., who discusses the subject in the September, 1950, issue 
of The Medical Clinics of North America. Means of stopping 
excessive uterine bleeding are now well known. Hormone 
therapy is probably the most satisfactory temporary method 
although a thorough curettage may be necessary in cases of 
extreme menometrorrhagia. Following stoppage steps should 
be taken to find and correct the original cause of bleeding. 
‘Thyroid should be used when indicated and vitamins and iron 
medication given. Radiation therapy and hysterectomy should 
be used with caution. Such radical measures are frequently 
unwarranted. 

Functional uterine bleeding is induced by physiological 
rather than pathological disturbances and is usually due to 
hormonal dysfunction. In most instances uterine bleeding is 
caused by a sudden lowering of estrogenic hormone levels. 
This was concluded after experiments with estrogen-with- 
drawal bleeding in monkeys. These and other experiments 
provide a logical basis for the theory of estrogen therapy. 
As a hemostatic agent estrogen is excellent. For most satis- 
factory results, however, other hormones should be given 
with it. The author suggests a therapeutic regimen known 
as “arrest of bleeding according to plan.” This regimen should 
prove successful in 95 per cent of all cases of functional 
uterine bleeding. It will not stop bleeding due to misconcep- 
tions, blood dyscrasias, and malignant neoplasms. 

A combination of three hormones (1.66 mg. of estradiol 
benzoate or its equivalent, 25 mg. of progesterone, and 25 
mg. of testosterone propionate) are given on 3 to 5 succeeding 
days. Bleeding should stop within 6 to 36 hours. Withdrawal 
bleeding similar to a normal mensis will start within a day 
or two after cessation of therapy and will last from 4 to 6 
days. About 3 weeks after the first withdrawal bleeding a 
program of anhydrohydroxyprogesterone administration should 
be instituted. A dose of 10 mg. of this hormone should be 
given three times daily for 5 days. This procedure again 
induces withdrawal bleeding thus preventing a recurrence of 
prolonged hemorrhage. 


The above regimen is no guarantee against recurrence of 
abnormal bleeding; it simply provides a means of temporarily 
stopping bleeding until the real cause can be determined. 
The author recommends cervical cytologic studies for every 
patient. Chronic cervicitis is a frequent factor in uterine 


bleeding. To rule out possible malignancy, all women over 
36 years of age should be curetted. This rule also applies 
to younger women if they do not respond to hormone therapy. 
Hysterectomy should be reserved for those patients who are 
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To appreciate~the thesis and its ramifications, one must 
accept psychoanalytic theory, at least intellectually if not emo- 
tionally. Without it the projective technics, and this one in 
particular, are merely floundering etherealisms. 

The author has compressed extensive clinical experience 
and vast down-to-earth material in her little publication. In a 
few instances, topics are too sketchily handled. While adequate 
perhaps for the experienced practitioner, the description of the 
test administration appears too shallow for others. The first 
section, a general description and introduction to the test, is 
satisfactory. The pithiness of the middle part covering 1) 
principles of interpretation make it more of a manual (to be 
used regularly alongside the test) than a text. Seven pointed 
case histories with accompanying drawings conclude a hig! |y 
technical and valuable treatise. 

For cursory acquaintance with this technic or for gener.|- 
interest reading, Machover’s work is not recommended. } x 
practical, clinical use by trained psychologists and as an «|- 
junct to skillful psychiatric care, it is unhesitatingly applaud: |. 

Arnotp Metnick, A.B., M.A., D.O. 


suffering marked discomfort from fibromyomas or other pel\ic 
conditions or in whom is revealed an early endometrial c: °- 
cinoma or carcinoma-in-situ. Radium and radiation thera 

are contraindicated except for patients in the preclimacteric 
or the menopause. Endocrinotherapy will prove most be: 

ficial when the patient is in a receptive state. Close attention 
should be paid to the correction of emotional instability caused 
by unhappy environmental situations, fear of cancer, et cetera. 


COMBINED ANTI-AMEBIC AND ANTIBACTERIAL 
TREATMENT OF INTESTINAL AMEBIASIS 

Harry Seneca, M.D., and Edward Henderson, M.L., 
report on 33 cases of intestinal amebiasis treated with com- 
bined anti-amebic and antibacterial drugs in the September, 
1950, issue of American Practitioner. The study was made 
over a 3-year period. 

Amebiasis may be intestinal or extraintestinal, sympto- 
matic or asymptomatic, with metastatic reactions in the liver 
or other parts of the body occasionally dominating the clinical 
picture. The authors give special attention to the important 
part played by intestinal bacteria in amebic infection. The 
presence of virulent bacteria in the colon results in an inflam- 
matory reaction extending far beyond the site of the amebic 
invasion. It is reasoned, therefore, that if the bacterial colitis 
could be reduced and controlled, lower concentrations of 
amebicidal drugs would be fecessary to destroy the amebas. 
Complete removal of amebas might avoid relapses and recur- 
rences of the disease. 

Because of the dual pathology of intestinal amebiasis a 
synergistic therapeutic program was instituted. At first the 
anti-amebic drug and the bactericidal drug were given simul 
taneously with the result that most of the patients developed 
frequent bowel movements. Thereafter the two drugs wer: 
given during alternate periods. The anti-amebic drug chosen 
was Chiniofon (iodoxyquinoline sulfonic acid); the bacteri- 
cidal drug was Thalamyd (phthalylsulfacetimide). 

The identification of Endamoeba histolytica in the stools 
was the principal diagnostic procedure. Bacterial stool counts 
of 11 patients with amebic colitis showed an average increas: 
of fortyfold for total bacteria count and twentyfold for th 
coliform organisms. 

Treatment was begun by giving three 0.25 gram tablets 
of Chiniofon after every meal for from 7 to 10 days. This 
was followed by a similar routine using 0.5 gram tablets o! 
Thalamyd for the same length of time. The two drugs were 
taken during alternate periods for from 3 to 4 months. Ih 
addition to the drug treatment iron and vitamins were give! 
to counteract secondary microcytic hypochromic anemia. A+: 
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the patients became symptom free their appetite, strength, 
and vigor were restored, their weight increased, and amebas 
disappeared from the stools. 

This treatment was successful in 32 of the 33 cases. 
Other satisfactory amebicidal drugs are Anayodin and Yatren 
(jodoxyquinoline sulfonic acid), Diodoquin (5,7-diodo-8- 
hydroxyquinoline), and Vioform (iodochlorhydroxyquinoline). 
The use of any of these drugs with a soluble, nonabsorbable 

\‘onamide such as Thalamyd is practical and relatively safe. 
ept for occasional diarrhea, the patient is undisturbed 
ible to continue his daily routine. If diarrhea develops, 

; easily controlled by giving the drugs separately or by 

nistration of paregoric, methylcellulose, or bismuth. 


\ ANAGEMENT OF THE PREGNANT CARDIAC PATIENT 


The complication of pregnancy in cardiac patients is ex- 

ely hazardous even in mild cases and requires the special- 

i eare of both the obstetrician and the internist according 

Thornton Wallace, M.D., who discusses the problem in 

November 1, 1950, issue of the New York State Journal 

Vedicine. 

Rheumatic infection is. the chief cause of heart disease 
among pregnant women seen by the author. Among the 
factors affecting the prognosis unfavorably are: a history of 
previous heart failure, auricular fibrillation, an age of 35 
years or over, a functional classification (as outlined by the 
American Heart Association) of III C or worse, lengthy 
duration of disease, evidence of a very enlarged heart, and 
the existence of acute carditis. A complete history, a thorough 
physical examination aided by x-ray and electrocardiography, 
and an estimate of functional classification should provide a 
fairly accurate prognosis. 

Pregnant cardiac patients should see both an obstetrician 
and an internist regularly. The author advises alternating 
visits every other week in early pregnancy and every week 
in later pregnancy. Special attention should be paid to diet, 
excretion, rest, and care of infection. Even mild respiratory 
infections are dangerous to pregnant cardiac patients. Exces- 
sive weight gain and toxemia should be avoided. In case of 
heart failure at any time during pregnancy, hospital or strict 
home care until delivery is recommended. Some now consider 
it advisable to hospitalize all cardiac patients 2 weeks prior 
to expected date of confinement. 


Great care should be taken to prevent premature labor. 
After a gradual increase, blood volume is usually stabilized 
during the thirty-fifth or thirty-sixth week of pregnancy and 
it is very important that the heart have a chance to accustom 
itself to this increased volume. Induction of labor before 
this period of stabilization puts undue burden on the heart. 
In instances where cardiac patients are faced with long and 
exhausting labor, cesarean section is recommended. The 
author believes that the danger of death from shock during a 
cesarean section is less likely than death from cardiocirculatory 
collapse in the case of prolonged labor. In a discussion 
following the main article, Edwin P. Maynard, Jr., M.D., 
disagrees somewhat with this view. He believes that the con- 
dition of the cervix indicating a prolonged labor is often 
misleading and that not infrequently the labor proceeds without 
difficulty. He is therefore skeptical of making indication of 
prolonged labor a mandate for cesarean section. 

Several cardinal principles for management of cardiac 
patients during the various stages of labor are given. During 
the first stage strain should be lessened by good analgesia. 
The author has found a combination of Demerol or morphine 
and an amnesic to be most satisfactory. Sedation should be 
maintained throughout labor. The pulse and respiratory rate 
should be watched and additional sedative or digitalis adminis- 
tered if a pulse rate of 110 and respiratory rate of 24 is 
maintained persistently. In extreme cases termination of labor 
should be considered. The orthopneic position should be used 
during both labor and delivery. 

The second stage of labor should be shortened as much 
as possible without endangering mother or child. The im- 
portant phase of this stage is the selection of a satisfactory 
anesthetic. Although opinions differ, general anesthesia is 
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usually preferred to local. Ether with 100 per cent oxygen 
and cyclopropane are two popular anesthetic agents. The 
latter is contraindicated for patients who have arrhythmias 
or who have been given digitalis. Spinal anesthesia is also 
suggested, especially for decompensated cardiacs. 

Management of the third stage of labor in the cardiac 
differs somewhat from management of the normal patient. 
If Pituitrin is used, only the oxytocic fraction, Pitocin, 
should be administered. Ergotrate is contraindicated in elderly 
and arteriosclerotic patients. Blood transfusion should be ad- 
ministered with great caution. If given too rapidly or in too 
great quantity the transfused blood may overload the already 
embarrassed circulation. To avoid splanchnic dilatation the 
author suggests a sandbag on the abdomen. 


Seven to 10 days of bed rest and extended hospitalization 
are indicated for cardiac mothers. Breast feeding is not recom- 
mended. Provisions should be made for adequate household 
help for the cardiac mother when she returns home with her 
baby. In cases where future pregnancies are contraindicated 
the author suggests either reliable contraception through the 
combined use of diaphragm, jelly, and condom or surgical 
sterilization. Hysterectomy is considered to be the most re- 
liable surgical method although tubal ligation is usually pre- 
ferred. X-ray castration may be used in those patients who 
are approaching the menopause. 


CLINICAL VARIATIONS IN PRIMARY 
ATYPICAL PNEUMONIA 


William S. Jordan, Jr., M.D., and others in reviewing 67 
cases of primary atypical pneumonia in the January, 1951, 
issue of the American Journal of Medicine, are impressed with 
the variety of clinical patterns which this disease process 
may produce. 

Tuberculosis, chronic bronchitis, cardiac decompensation, 
emphysema, and other types of pneumonia were all simulated. 
The onset most frequently resembled common cold, tracheo- 
bronchitis, or grippe. Cough, malaise, fever, sore throat, 
chilliness, anorexia, and headache were the commonest symp- 
toms. The maximum temperature occurred on the eleventh 
or twelfth day, and 79 per cent of the patients were afebrile 
by the end of the third week of illness. Physical findings 
corresponded with x-ray changes in only 50 per cent of 
cases. Among the other 50 per cent, there were almost as 
many patients with a predominance of pulmonary symptoms 
as there were with a predominance of roentgenographic signs. 
The average duration of pulmonary findings was 3 weeks. 
An increase in leukocyte count usually accompanied spread of 
the pulmonary lesion, and the level of the count on admission 
was almost always related to the duration of the disease. 
Counts as high as 35,000 were found to occur in the absence 
of secondary bacterial invasion. In 65 per cent of cases the 
cold hemagglutinin and streptococcal agglutinin titers were 
increased fourfold or more in direct correlation with the 
severity of the disease. 

Morton Terry, B.A., D.O., M.Sc. (Ost.) 


ESSENTIAL HYPERLIPEMIA 


It is worth keeping the syndrome of essential hyper- 
lipemia in mind in every instance of abdominal pain of obscure 
origin as it may avoid unnecessary laparotomy in patients 
who present a clinical picture simulating an acute abdominal 


emergency. E. R. Movitt, M.D., and others, in the Archives 
of Internal Medicine, January, 1951, review the 14 cases 
already reported and add 3 more cases which they themselves 
observed. 

The condition is defined as one of disordered fat metabo- 
lism of unknown origin characterized by retention-type hyper- 
lipemia, frequently accompanied by enlarged liver and spleen, 
xanthomatous lesions, and abdominal pain or discomfort. The 
disease is reported from age 1 year to age 47 years and 
appears to be much more common in males. Detailed descrip- 
tions of types of abdominal pain are given by the writers. 
It is obvious that in many instances the pain could be, and 
has been, mistaken as a symptom of an acute abdominal 


condition requiring surgical intervention, since abdominal 
rigidity, leukocytosis, fever, vomiting, and other misleading 
signs and symptoms may be present. Hemorrhagic tendencies 
have been reported as well. 


Typical xanthomatosis and other manifestations are de- 


scribed and it is interesting that the blood serum is described - 


in most cases as appearing “creamy” or “milky.” The blood 
lipids were greatly increased in every instance, and, although 
fluctuant, never dropped to the normal range. The blood 
cholesterol level is markedly elevated in some cases but not 
universally; and phospholipids are occasionally increased. 

Some familial history has been reported but does not 
seem common. The course of the disease is considered benign 
and no premature arteriosclerosis or atheromatosis, which 
occur with familial hypercholesteremic xanthomatosis, have 
been observed. 

Treatment with choline, lecithin, lipocaic, insulin, liver 
extract, thyroxin, and anterior pituitary extract proved to be 
useless, but a dietary regime of drastic reduction of fat intake 
often results in disappearance of all signs and symptoms. 
Resumption of high fat, or even normal, diet, frequently re- 
sults in a reappearance of symptoms and signs. 

Morton Terry, B.A., D.O., M.Sc. (Ost.) 


INTUSSUSCEPTION IN INFANTS AND CHILDREN 


Mark M. Ravitch, M.D., and Robert M. McCune, Jr., 
M.D., review 152 cases of intussusception in the Journal of 
Pediatrics for August, 1950, and analyze the results of dif- 
ferent types of treatment. 

The onset symptoms were most frequently pain (46.7 
per cent), vomiting (36.2 per cent), and blood per rectum 
(11.2 per cent). However, these symptoms occurred in a 
greater number of cases than indicated by the difficulty at 
onset. Vomiting was a symptom in 92.8 per cent of these 
cases; pain in from 60 per cent to 91 per cent, depending 
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on the patient’s age; and bloody rectal discharge in 91 per 
cent. Other less frequent symptoms are described. 

On physical examination, fever was a common finding, 
being more frequent and higher in younger children. Pres- 
ence of a mass was determined, either abdominally or rectally, 
in 89 per cent of cases; prostration in 48 per cent; and de- 
hydration in 41 per cent. White blood cell count was over 
12,000 in 60 per cent, but the height of the count was of 
no prognostic significance. 

The writers review the results of several forms of treat- 
ment and offer as the best “. radiologically controlled 
hydrostatic pressure reduction, followed by operation, if nec- 
essary to confirm reduction, or to complete the reduction . . .” 
The technic is given. Since 1939, none of their 32 cases have 
died after this barium enema therapy and in 22 cases it 
alone was sufficient for complete reduction. 

Emphasis is placed on adequate preparative treatment ‘f 
surgery is required, even at the expense of delaying t!e 
operation. 

Arnotp Metnick, A.B., M.A., D.O. 


“TWEEN 20” AND FECAL FAT IN PREMATURE INFANTS 


Arthur L. Johnson, M.D., and his coworkers administer: | 
“Tween 20” to thirteen premature infants and two full-ter: 
babies with steatorrhea and observed the results on fat contert 
of the stools. Their results are reported in the American Jou: 
nal of Diseases of Children for October, 1950. 

“Tween 20”, a wetting agent, was administered in empiri- 
cally determined amounts and fecal fat content measurci 
before, during, and after its use. All the infants were on 4 
low fat diet. 

No effect in reducing fecal fat could be attributed to the 
use of “Tween 20” in premature infants or in full-term children 
with steatorrhea. No toxic effects were noted. 

Arnotp Metnicx, A.B., M.A., D.O. 
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3 No rates below May 24-June 24, 1950, period. 
4 Definitions. 
5 Petitions for approval of increases. 
6 Modifications and amendments. 
Avutnority: §§ 1 to 6 issued under sec. 704, Pub. Law 774, 8lst 
Cong. Interpret or apply Title IV, Pub. Law 774, S8ist Cong., E. O 


10161, Sept. 9, 1950, 15 F. 

Section 1. General stabilization of wages, salaries and other com- 
pensation. No employer shall pay any employee and no employee shall 
receive “‘wages, salaries and other compensation” at a rate in excess 
of the rate at which such employee was compensated on January 25, 
1951, without the prior approval or authorization of the Wage 
Stabilization Board. New employees shall not be compensated at 
rates higher than those in effect on January 25, 1951, for the jobs 
for which they are hired. 


Sec. 2. Other existing regulations and orders superseded. The 
provisions of this regulation shall supersede the provisions of existing 
wage regulations and orders of the Economic Stabilization Agency. 
Wage Procedural Regulation No. 1 is hereby revoked. 

Sec. 3. No rates below May 24-June 24, 1950 period. Nothing in 
this regulation shall be construed to require the stabilization of wages, 
salaries and other compensation for any job at a rate less than that 
paid during the period from May 24, 1950, to June 24, 1950, inclusive. 

Sec. 4. Definitions. The term “wages, salaries and other com- 
pensation” shall have the meaning defined in Section 702 (e) of the 
Defense Production Act of 1950. 


Sec. 5. Petitions for approval of increases. Petitions for the ap- 
proval of any increase in “wages, salaries and other compensation” 
affected by this regulation shall be filed with the Wage Stabilization 
Board. 

Sec. 6. Modifications and amendments. This regulation may be modi- 
fied, amended or superseded by orders or regulations hereafter issued 
by the Wage Stabilization Board. 

All other orders and directives of the Economic Stabilization 
Administrator, including General Order No. 3 of January 24, 1951, 
are hereby superseded to the extent that they are inconsistent herewith. 


R. 6105. 


Eric Jounston, 
Economic Stabilization Administrator. 


Issued: January 26, 1951. 


AMENDMENT 1 TO GR 5 
Feb. 12, 1951 
WAGE STABILIZATION BOARD 
TITLE 32A—NATIONAL DEFENSE, APPENDIX 
Cuarter 1V—Wace Stapitization Boarp, Economic 
STABILIZATION AGENCY 
[General Regulation 5, including Amdt. 1] 
GR 5—ADJUSTMENTS FOR INDIVIDUAL EMPLOYEES 
Pursuant to the Defense Production Act of 1950 (Public Law 
774, 81st Cong.), Executive Order 10161 (15 F. R. 6105), General 
Wage Stabilization Regulation 1 (16 F. R. 816) and Economic Stabiliza- 
tion Agency General Order No. 3 (16 F. R. 739), this General Regu- 
lation No. 5, including Amendment 1 is hereby issued. 


1. Section 1 (a) (2) 
purposes of clarification. 


is revised without substantial change for 


2. In section 2 substitute a comma followed by the word “and” for 
each of the periods at the end of paragraphs (a), (b), and (c). In 
the opening words of section 2 (c) the phrase “an employee” is changed 
to read “‘any employee.” 

3. In the opening words of section 3 the phrase “to a higher job” 
is changed to read “‘to a higher paid job.” In section 3 (a) substitute 
a comma followed by the word “and” for the period at the end thereof. 

4. In section 5 
“employee”. 

5. In the opening words of section 6 the phrase 
employees” is changed to read “individual employees”. 


6. General Regulation 


(c) the word “employees” is changed to read 
“industrial 


5, as hereby amended, reads as follows: 


STATEMENT OF CONSIDERATIONS 


This General Regulation is issued by the Wage Stabilization Board 
in discharge of its responsibilities under the provisions of the Defens« 
Production Act of 1950, Executive Order 10161, General Order No. 3 
and General Wage Stabilization Regulation 1 of the Economic Stabiliza- 
tion Administrator. It is designed to stabilize wages, salaries and othe: 
compensation and to effectuate the purposes and intent of said statute, 
orders, and regulation. 


For the purpose of preparing itself for the discharge of its responsi 
bilities, the Wage Stabilization Board heretofore distributed to repre 
sentative labor and industry groups a series of questions, the answers 
to which would provide the Board with essential information for th« 
development of wage stabilization policies. Thereafter, the Board con 
ducted conferences which were attended by representatives of labor 
and industry, who presented their views respecting the development oi 
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wage stabilization policies. In the formulation of the provisions hereof 
there has thus been consultation with industry and labor representatives, 
including trade association and labor union representatives, and con- 
<ideration has been given to their recommendations. 

The effective administration of wage stabilization program rests 
.rgely on the degree of success achieved in ensuring that individual 
wawe and salary adjustments be not misused for the purposes of 
vading or avoiding the requirements of law. Efficient industrial 
nanagement, harmonious labor-management relations and high level 
reduction cannot be attained unless a large measure of flexibility and 
‘iseretion is reserved tc management, or to management and labor, as 
the case may be, in the operation of sound systems for merit and/or 
neth of service increases, promotions or transfers, establishing rates 
for new or changed jobs, new hirings, etc. It is the intention of the 
heard in the accompanying general regulation to permit the operation 
id administration of such systems subject to the standards and con- 
ols set forth therein. 


Regulation subject to future general regulation. 

Merit and/or length of service increases where plan exists. 

Merit and/or length of service increases in absence of plan. 

Promotions and transfers. 

‘. New or changed jobs. 

Hiring of new employees. 

Permissible variations in earnings. 

Rates subject to revision. 

Record keeping required. 

Increases shall not justify price increases. - 

Avutnority: Sections 0 to 9 issued under sec. 704, Pub. Law 774, 
Sist Cong. Interpret or apply Title IV, Pub. Law 774, 81st Cong.; 
E. O. 10161, Sept. 9, 1950, 15 F. R. 6105. 

Section 0. Regulation subject to future general regulation. Pending 
the issuance of further general regulations on the subjects covered 
herein, individual wage or salary adjustments are authorized for 
employees, without prior approval of the Wage Stabilization Board, 
subject to this General Regulation No. 5. 

Sec. 1. Merit and/or length of service increases where plan exists. 
Merit and/or length of service increases may be granted in accordance 
with a plan in effect con January 25, 1951, provided: 

(a) That such a plan existed— 

(1) In a written collective bargaining agreement in effect on or 
before January 25, 1951, or 

(2) In the form of (i) a written statement of policy or procedure 
in effect on January 25, 1951, or (ii) a written notice that had been 
furnished to or posted for the employees on or before January 29, 
1951, and that 

(3) Such written agreement, statement, or notice, shall be kept 
available at all times for inspection by the Wage Stabilization Board, and 

(b) That such a plan contains job classification rate ranges with 
clearly designated maximum rates; and 

(c) That in accordance with the normal operation of such a plan 
the employee would normally be reviewed for a merit increase or 
entitled to a length of service increase at the time the increase is 
granted; and 

(d) That if the plan provides for increases in specific amounts 
or percentage increases shall not be granted in excess.of such amounts 
or percentages; and 

(e) That if the plan does not provide for increases in specific 
amounts or percentages, the amount of increase granted to any 
individual employee shall not exceed the figure reached by dividing 
the total amount of the merit and/or length of service increases granted 
to individual employees in that classification during the calendar year 
1950 by the number of employees in that classification who received 
such increases. Where job classifications are grouped into labor grades 
or levels and wage or salary rate administration has been in terms 
of such grades or levels, the average referred to may be computed 
for each such grade or level. 

(f) That no employee’s rate shall be raised above the maximum 
rate of his job classification. 

Sec. 2. Merit and/or length of service increases in absence of plan. 
In the absence of an established plan meeting the requirements of section 
1 above, merit and/or length of service increases may be granted 
subject to the following conditions: 

(a) That the employee shall not have received a merit and/or 
length of service increase during the 12 calendar months preceding 
the effective date of such increase, and 
(b) That the number of employees whose rates may be increased 
in any one calendar month shall not exceed the proportionate number 
of increases granted per month during the calendar year 1950 in each 
bargaining unit or other appropriate groups of employees, and 

(c) That the increase granted any employee shall not exceed in 
amount the figure reached by dividing the total amount of merit and/or 
length of service increases granted to employees in the same job 
classification during the calendar year 1950, by the number of em- 
ployees in that classification who received such increases; Provided, 
That in an establishment that has no system of job classifications, the 
increase shall not exceed in amount a figure -similarly computed which 
averages the increases granted to employees doing similar work during 
the calendar year 1950. Where job classifications are grouped into 
labor grades or levels and wage or salary rate administration has 
been in terms of such grades or levels, the average referred to may 
be computed for each such grade or level, and 

(d) That no employee shall be raised to a rate higher than the 
maximum rate of the job classification, or in the absence of a formal 
system of rate ranges, than the highest rate paid to any employee 
doing similar work on January 25, 1951, except as such highest rate 
may have been raised pursuant to the terms of General Regulation No. 
2 or other actions of the Board authorizing increases in wage or 
salary rates. 
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Sec. 3. Promotions and transfers. When a bona fide promotion 
or transfer of an employee to a higher paid job is made, the payment 
to such employee of the rate for such job is permissible provided: 

(a) That the employee is required to perform the normal duties 
of the job to which he is promoted or transferred, and 

(b) That if the job to which the employee is promoted or trans- 
ferred has a rate range, the rate within the range which he may 
be paid shall be governed by the practice followed under the terms of 
the applicable collective bargaining agreement, or under a _ written 
statement of policy or procedure existing and in actual operation 
on January 25, 1951. If such agreement or written statement does not 
exist, the employer shall follow the same practice in determining such 
rate as he followed in the calendar year 1950. In no event shall the 
employee receive a rate in excess of the maximum of the rate range 
to which he is promoted or transferred. 

Sec. 4. New or changed jobs. Rates for new or changed jobs may 
be established in accordance with the plans or procedures in effect on 
January 25, 1951, or, if no plan or procedure was in effect on such 
date, the rates established must be in balance with the existing rate 
structure. Slight or mconsequential changes in job content shall not 
provide the basis for establishing new job classifications, rates or rate 
ranges nor justify changes in existing job classifications, rates or rate 
ranges. 

Sec. 5. Hiring of new employees. 
hired at a rate exceeding: 

(a) The minimum of the rate range of the job classification into 
which he is hired, provided that an employee who has special ability 
and experience may be hired at a rate corresponding to such ability 
and experience within the rate range, or 

(b) The rate of the job, or 

(c) The minimum rate paid to any employee doing similar work 
during the pay period immediately preceding January 25, 1951, if the 
establishment has no system of job classification. 

Sec. 6. Permissible variations in earnings. Variations in earnings 
of individual employees subsequent to January 25, 1951, resulting from 
the following are permissible: Provided, Such variations result from 
the operation of collective bargaining agreements or other plans or 
practices in effect on or before January 25, 1951, and further provided 
that the method of application of such agreements, plans or practices is 
consistent with the method of application over a reasonable period of 
time prior to January 25, 1951: 

(a) The normal operation or application of 
plans; or 

(b) Change from one shift to another; or 

(c) The normal cperation of a system for payment of commission 
on sales or business transactions; or 

(d) The payment of overtime, premium, or penalty rates; or 

(e) Other similar auxiliary pay practices. 

Sec. 7. Rates subject tu revision. The rate or rate ranges within 
which this regulation is to be operative may be revised pursuant to 
the other applicable regulations of the Board. 

Sec. 8. Record keeping required. The 
records of each wage or salary adjustment made pursuant to the 
terms of sections 1 through 5 of this general regulation in readily 
accessible form for inspection by the Wage Stabilization Board. 

Sec. 9. Increases shall not justify price increases. Increases in 
the wage rates of employees granted under the terms of this general 
regulation shall not furnish a basis either to increase price ceilings or 
resist otherwise justifiable reductions in price ceilings. 

Adopted by the Wage Stabilization Board. Dissenting: 
Members Emil Rieve, Eimer E. Walker, Harry C. Bates. 

Note: The record keeping and reporting requirements of this 
regulation have been approved by the Bureau of the Budget in 
accordance with the Federal Reports Act of 1942. 

General Regulation 5 issued February 5, 1951. General Regulation 
5, including Amendment 1, issued February 12, 1951. 

Cyrus S. Cuine, 
Chairman, 


A new employee may not be 


incentive rates or 


employer shall keep 


Labor 


ECONOMIC STABILIZATION AGENCY 
TITLE 32A—NATIONAL DEFENSE, APPENDIX 
Cuarpter I1V—Wace Srasitization Boarp, Economic 


STABILIZATION AGENCY 
[General Regulation No. 7] 


GR 7—ADJUSTMENTS FOR EMPLOYEES OF RELIGIOUS, 
CHARITABLE AND EDUCATIONAL ORGANIZATIONS 
Pursuant to the Defense Production Act of 1950 (Public Law 774, 
8ist Cong.), Executive Order 10161 (15 F. R. 6105), General Wage 
Stabilization Regulation 1 (16 F. R. 816) and Economic Stabilization 
Agency General Order No. 3 (16 F. R. 739), this General Regulation 
No. 7 is hereby issued. 


STATEMENT OF CONSIDERATIONS 


This general regulation is issued by the Wage Stabilization Board 
in discharge of its responsibilities under the provisions of the Defense 
Production Act of 1950, Executive Order 10161, General Order No. 
3 and General Wage Stabilization Regulation 1 of the Economic 
Stabilization Administrator. It is designed to stabilize wages, salaries 
and other compensation and to effectuate the purposes and intent of 
said statute, orders, and regulation. Due consideration has been given 
to the standards established by section 402 of the act. 

For the purpose of preparing itself for the discharge of its 
responsibilities, the Wage Stabilization Board heretofore distributed 
to representative labor and industry groups a series of questions, the 
answers to which would provide the Board with essential information 
for the development of wage stabilization policies. Thereafter, the 
Board conducted conferences which were attended by representatives 
of labor and industry, who presented their views respecting the 
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development of wage stabilization policies. In the formulation of the 
provisions hereof there has thus been consultation with industry and 
labor representatives, including trade association and labor union 
representatives, and consideration has been given their recommenda- 
tions. 
REGULATORY PROVISIONS 
Sec. 
1. Wage adjustments by religious, charitable and educational organi- 
zations permissible without prior approval. 
2. Authorization does not apply to employees of unrelated business 
enterprises of tax exempt organizations. 
3. Compliance with national wage stabilization policies. 
4. This regulation subject to modification or revocation without prior 
notice. 

Autuority: Sections 1 to 4 issued under sec. 704, Pub. Law 774, 
8ist Cong. Interpret or apply Title IV, Pub. Law 774, 81st Cong.; 
E. O. 10161, Sept. 9, 1950, 15 F. R. 6105. 

Section 1. Wage adjustments by religious, charitable and educa- 
tional organizations permissible without prior approval. Religious, 
charitable, scientific, literary, educational organizations, and cemetery 
companies which are exempt from Federal income taxes under section 
101 (5) and (6) of the Internal Revenue Code may adjust the wages, 
salaries or other compensation of their employees without prior ap- 
proval of the Wage Stubilization Board, except as provided in sections 
2 and 3 

Sec. 2. Authorization does not apply to employees of unrelated 
business enterprises of tax exempt organizations. The general authoriza- 
tion contained in section 1 shall not apply to the wages, salaries or 
other compensation of employees of a business enterprise owned or 
operated by an organization defined in section 1, if the income of 
the business enterprise is not exempt from Federal income taxes. 

Sec. 3. Compliance with national wage stabilization policies. In 
adjusting wages, salaries and other compensation authorized by section 
1, the specified employers are expected to conform to the national 
wage stabilization policies, as expressed in the Defense Production 
Act cf 1950, Executive Order 10161, General Wage Stabilization Regula- 
tion 1, issued by the Economic Stabilization Administrator on January 
26, 1951, the general regulations and statements of policy issued by 
the Wage Stabilization Board pursuant thereto, and such orders or 
regulations as may from time to time be issued in connection therewith. 

Sec. 4. This regulation subject to modification or revocation 
without prior notice. The Wage Stabilization Board reserves the right 
(a) to review all wage or salary adjustments made in pursuance of 
section 1, (b) to revoke this authorization with respect to any organiza- 
tion defined in section 1, and (c) to modify or revoke this regulation 
at any time without prior notice. 

Adopted unanimously by the Wage Stabilization Board. 

Issued: February 15, 1951. 

Cyrus S. 
Chairman. 


FAIR DISTRIBUTION OF MEAT 
Under the procedures of Amendment No. 1 to Distribu- 
tion Order No. 1 of the OPS, effective February 27, 1951, 
suppliers must sell meats to certain institutional users including 
“a hospital or other establishment principally engaged in the 
care and treatment of the sick.” The text is as follows: 


DISTRIBUTION ORDER 1 
AMENDMENT 1 
FEB. 27, 1951 
OFFICE OF PRICE STABILIZATION 
WASHINGTON 
TITLE 32A—NATIONAL DEFENSE, APPENDIX 
Cuarter I[11—Orrice or Price Stapitization, Economic 
STABILIZATION AGENCY 
{Distribution Order 1, Amdt. 1] 

DO 1—FAIR DISTRIBUTION OF LIVESTOCK AND MEAT 
SUPPLIERS MUST SELL MEATS TO CERTAIN 
INSTITUTIONAL USERS 

Pursuant to the Defense Production Act of 1950 (Pub. Law 774, 
8ist Cong.), Executive Order 10161 (15 F. R. 6105), and Economic 
Stabilization Agency General Order No. 5 (16 F. R. 1273), this 
Amendment 1 to Distribution Order 1 (16 F. R. 1273) is hereby issued. 

Preamble. Institutions of involuntary confinement and institutions 
principally engaged in the care and treatment of the sick perform an 
important public function. It is essential that they be assured of a 
meat supply sufficient to meet their minimum needs. It has come 
to the attention of the Director of Price Stabilization that the needs 
of these institutional vsers are not being met on a voluntary basis 
in accordance with the policy of Distribution Order 1. 

This amendment, under certain conditions will require a person 
selling meat, to sell or transfer a certain quantity of meat to insti- 
tutional users if the institutional user acquired meat during 1950 from 
that person or any predecessor who then operated the establishment. 
The meat sold or transferred must be the same, comparable or reason- 
ably substitutable type as the user acquired from the supplier during 
1950, and need not be sold or transferred unless the user is willing 
to acquire such meat at Office of Price Stabilization ceiling prices. 
Examples of comparable substitutable meat types are given in the 
amendment. 

A person required by this amendment to sell or transfer meat 
to an institutional user, who refuses to sell or transfer to the insti- 
tutional user the maximum quantity specified within the time allowed, 
will be prohibited from selling or transferring any meat until the 
institutional user acquires that quantity from him within that time. 
This prohibition is an addition to any action, penalties or proceedings 
which may be authorized by law for his failure to comply. 
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Distribution Order 1 is ded by adding the following section: 

Sec. 15. Suppliers must sell meats to certain institutional users. 
(a) Any operator of a prison, jail, insane asylum, home for delinquents, 
or other institutions of involuntary confinement, or a public or private 
orphanage, or a hospital or other establishment principally engaged in 
the care and treatment of the sick is an institutional user. Beginning 
February 27, 1951, an institutional user may, for each month starting 
with March 1951, give written notice, personally or by registered 
mail, to each person from whom meat was acquired during the calendar 
year 1950 (or if that person transferred his establishment, to any 
successor currently operating the establishment) containing all of th: 
following information: 

(1) The amount, quality and types of meat acquired from the 
supplier during each month of the calendar year 1950; 

2) The percentage that each such monthly amount bears to the 
total amount of meat acquired each month by the institutional user 
during 1950; 

(3) The estimated number of persons to be fed during the mont! 
for which this notice is given; 

(4) The number of persons fed during the corresponding month 
in 1950; 

(5) The total amount of meat required by the institutional user 
for the month in which the statement is made. 

(The information in (1) and (2) may be omitted from any 
subsequent notice pursuant to (a), to the same supplier or successor 
to whom a previous notice, containing that information, has been 
given pursuant to (a).) 

(b) Each supplier or successor to whom a’ notice is given pursuant 
to (a) must, irrespective of any claimed inaccuracy in the notice, 
sell or transfer to that institutional user, upon such user’s request, 
during the month specified in the notice, the quantity of meat deter- 
mined under (c) for the current month, to the extent that such 
supplier or successor has meat available for sale or transfer regardless 
of any other contract, agreement or commitment (except any meat 
which he is required to set aside under this section for any other 
institutional user). Such sale or transfer of meat must be of the 
same, comparable or reasonably substitutable types as the institutional 
user acquired from that supplier during 1950. The supplier or suc- 
cessor, however, need not sell or transfer any such meat to the 
institutional user unless the user is willing to acquire such meat at 
ceiling prices established by the Office of Price Stabilization. 

Note: Examples of comparable and reasonably substitutable type- 
of meat are: (1) Steaks, roasts, or chops or any wholesale cuts from 
which they are obtained; (2) Ground meat or stew meat and the 
wholesale cuts from which they are obtained; (3) Smoked meats, 
such as bacon, ham, or picnics; (4) Dry salt meats, such as bellies, 
jowls, plates, or fatback; (5) Processed meat products, such as canned 
meats or sausage; (6) Offal, such as livers, hearts, or kidneys; and 
(7) Miscellaneous items, such as tails, heads, snouts or ears. Sub 
stitutions may be made of one item for another within any of these 
numbered categories but you cannot substitute an item in one numbered 
category to replace an item in another numbered category. 

(c) The quantity of meat which the supplier or successor is 
required under (b) to sell or transfer to institutional users giving 
such notice shall be determined in the following way: 

(1) Divide the amount of meat sold or transferred to the insti- 
tutional user by the supplier during the corresponding month in 1950 
by the number of persons fed during that month. 

(2) Multiply the result in (1) by the estimated number of persons 
to be fed in the month for which the notice in (a) is given. 

(3) The result in (2), or the amount requested by the institutional 
user, whichever is less, is the quantity of meat which must be sold 
or transferred to the institutional user during the month specified 
in the notice. 

(d) If the institutional user, during the month covered by the 
notice has not acquired from the supplier or successor the quantity 
specified in (c) for that period, the supplier or successor, upon the 
institutional user’s request, must sell or transfer to the institutional 
user during the first 15 days of the next month, all or any part of 
the quantity not so acquired by the institutional user. 

(e) Any supplier or successor who refuses to sell or transfer 
meat to an institutional user in the amounts required by this section 
may not sell or transfer any meat until he has sold or transferred 
to the institutional user meat in the amount required by this section. 
This prohibition is in addition to any action, penalties or proceedings 
which may be authorized by law for his failure to comply. 

(f) Each notice given by the institutional user pursuant to (a) 
shall be deemed a certification to the Office of Price Stabilization as 
to the information contained in the notice. 

(g) Each person to whom a notice is given pursuant to (a) must 
keep such notice at his establishment. 

Effective date. This amendment is effective February 27, 1951. 

Epwarp F. Pue cps, Jr., 


Acting Director of Price Stabilization. 


February 24, 1951. 


GRADUATE COURSES 

Chicago College of Osteopathy—Fundamentals of Cranial 
Osteopathy, July 2-14. Address Chester L. Handy, D.O., 250 
Hope St., Providence 6, R. I. 

Graduate School of the College of Osteopathic Physicians 
and Surgeons.—Cardiology, April 23-May 4. Address M. H. 
Simmers, D.O., associate dean, 1721 Griffin Ave., Los An- 
geles 31. 
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Conventions and 
Meetings 


Announcements 


American Osteopathic Association, 
Fifty-Fifth Annual Convention, Mil- 
waukee, July 16-20, inclusive. Pro- 
eram Chairman, Paul Atterberry, 
Milwaukee. 


\cademy of Applied Osteopathy, Hotel 
Schroeder, Milwaukee, July 20, 21. 
Program Chairman, Robert B. Thomas, 
Huntington, W. Va. 


\merican College of Neuropsychiatrists, 
annual meeting, Still-Hildreth Osteo- 
pathic Sanatorium, Macon, Mo., July 
13, 14. Program Chairman, Cecil Har- 
ris, Philadelphia. 


\merican College of Osteopathic In- 
ternists, annual meeting, Des Moines, 
lowa, October 29-November 1. Pro- 
eram Chairman, G. A. Whetstine, 
\Vilton Junction, Iowa. 


American College of Osteopathic Pedia- 
tricians, Mississippi Valley Refresher 
Course, Des Moines, May 11-12; an- 
nual meeting, Milwaukee, July 14-15. 


\merican College of Osteopathic Sur- 
geons, annual meeting, Hotel Statler, 
Washington, D. C., October 28-No- 
vember 2. Program Chairman, Albert 
Mo. 


B. Wheeler, Carthage, 


American Osteopathic Society of Proc- 
tology, Hotel Durant, Flint, Mich., 
May 10-12. Program Chairman, John 
J. Makhannah, Warren, Ohio. 


Arizona, annual meeting, 


4-6. 


Tucson, May 


Arkansas, annual meeting, Albert Pike 
Hotel, Little Rock, April 30-May 1. 
Program Chairman, Edna W. Nies, 
Blytheville. 


California, annual meeting, Long Beach, 
May 23-25; House of Delegates, May 
21-22. 

Child’s Health Conference, Hotel Conti- 
nental and Municipal Auditorium, 
Kansas City, Mo., April 16-18. 


Florida, annual meeting, Hotel Biltmore, 
Palm Beach, May 10-12. Program 
Chairman, Walter W. Markert, Fort 
Lauderdale. 


Georgia, annual meeting, Radium Springs 
Hotel, Albany, May 4, 5. Program 
Chairman, Hassie H. Trimble, Jr., 
Moultrie. 


Illinois, annual meeting, Bismarck Hotel, 
Chicago, May 11-13. Program Chair- 
man, S. V. Robuck, Chicago. 


Indiana, annual meeting, Richmond-Le- 
land Hotel, Richmond, May 6-8. Pro- 
gram Chairman, Fred L. Swope, Rich- 
mond. 


lowa, annual meeting, Hotel Fort Des 
Moines, Des Moines, May 14, 15. Pro- 
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Decongestion and Reliet a 
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mal duct. 


. The nasal cavities . . . with 
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nasal tamponage. 
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the Original 


ARGYROL 


The nasal meatus... 
percent ARGYROL instilla- 
tions through the nasolacri- 


. The nasal passages . . 
10 per cent ARGYROL so- 
lution in drops. 
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With use of ARGYROL 
in Para-nasal Infections there is 


There is no hang-over of compensatory 
congestion to be dealt with. . . a situation 
embarrassingly familiar to many who have 
had experience with the usual strong 
vasoconstrictors. 


ARGYROL does its job directly, simply and 
well... with a rare combination of de- 
congestive, demulcent, detergent and 
bacteriostatic actions. Its use means the 
speediest possible return of affected nasal 
membranes to normal fuctioning. 


Its Three-Fold Effect 


1. Decongests without irrita- 
tion to the membrane and 
withor 


by 20 
it ciliary injury. 
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yet non-toxic to tissue. 
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—the medication of choice in treating para-nasal infection. 


Package 


A. C. BARNES COMPANY, NEW BRUNSWICK, N. J. 


ARGYROL ws a registered trademark, the property of A. C. Barnes Company 


gram Chairman, Donald C. 


Sioux. City. 


Giehm, 


Kansas, annual meeting, Hotel Kansan, 
Topeka, April 8-11. Program Chair- 
man, Harvey H. Steffen, Wichita. 


Kentucky, annual meeting, Brown Hotel, 
Louisville, October. Program Chair- 
man, Martha Garnett, Louisville. 


Maine, seminar, 
convention, 


June 22-23. 


postgraduate 
April; annual 


Hotel, Rockland, 


Michigan, spring refresher course, Ho- 
tel Detroit-Leland, Detroit, April 13- 
15; annual meeting, Pantlind Hotel, 
Grand Rapids, October 1-4. Program 
Chairman for annual meeting, Edward 
S. Kanter, Detroit. 


Bangor 
Samoset 


Missouri, 
Hotel, 


annual meeting, Governor 
Jefferson City, October 23-25, 


Program Chairman, M. 


Chillicothe. 


New York, annual meeting, Hotel Stat- 


ler, 
North 

ville, 

man, 


New York City, 
Carolina, 
October 19-20. 
Elizabeth FE. 
North Dakota, annual meeting, 
May. Program Chairman, 
Thompson, Fargo. 


October 12-13. 


Smith, 


Northwest Osteopathic Convention, Port- 
Program Chair- 
Portland, 


land, 
man, 
Ore. 
Ohio, annual meeting, 
lumbus, May 6-9. 
Roger E. Bennett, 
Oklahoma, annual meeting, 
more, Oklahoma City, 


Ore., June 4-7. 
Harold D. 


Groves, 


Middletown. 


Elliott, 


annual meeting, Ashe- 
Program Chair- 
Asheviile. 
Fargo, 
C. Delward 


Neil House, Co- 
Program Chairman, 


Hotel Bilt- 
November 6-8. 
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They want 
me back! 


Dartell Laboratories 
1226 South Flower Street Los Angeles 15, California 


Ontario, 


Chairman, P. A. Harris, 
Oklahoma City. 


annual meeting, Royal 
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When there is a vital demand for the return of 
experienced workers to industry, many of these 
must come from the ranks of older, perhaps even 
retired, men. 

Many of these—men over 45 —are frequently 
subject to mental and physical fatigue, melancholia, 
hyper-irritability, nervousness, diminished power of 
concentration and impairment of memory. Because of 
this they almost hesitate to accept a call back to work. 

The deterring symptoms mentioned above are 
often due to a lack of male sex hormones and signal 
the approach of the male climacteric. Control of 
the subjective and objective symptoms of the male 
climacteric may be achieved through replacement 
with oral androgenic therapy as DPS Formula 110. 

Response to DPS Formula 110 is often dramatic. 
Patients show marked improvement in their powers 
of concentration, ability to correlate figures and the 
control of minor fears and mental irritations. For 
convenience and effectiveness . . . Specify Dartell 
DPS Formula 110. 


Each tablet provides 150 capon 
units of androgenic activity, by 
biological assay, from Testoster- 
one in a base of orchic sub- 
stance, Vitamin E and other ex- 
cipients and binders. Available 
in bottles of 60 or 500 tablets. 


dartell 


Con- Newell, Burlington. 


Vermont, annual meeting, Basin Harbor 
Hotel, Basin Harbor, September 19- 
20. Program Chairman, Edward T. 


raught Hotel, Hamilton, May 3-5. 
Program Chairman, Norman W. Rout- 
ledge, Chatham. 


Oregon: See Northwest Osteopathic 
Convention. 


Osteopathic Cranial Association, Hotel 
Schroeder, Milwaukee, July 22. Pro- 
gram Chairman, Thomas F. Schooley, 
Phoenix, Ariz. 


Pennsylvania, annual meeting, Penn- 
Harris Hotel, Harrisburg, September 
21-23. Program Chairman, K. T. Stei- 
gelman, York. 


South Dakota, annual meeting, Cataract 
Hotel, Sioux Falls, June 3-5. 


Texas, annual meeting, Shamrock Hotel, 
Houston, April 26-28. Program Chair- 
man, H. G. Grainger, Tyler. 


Virginia, annual meeting, The Lodge, 
Williamsburg, May 18, 19. 
Chairman, Felix D. Swope, Alexan- 


Washington: See Northwest Osteopathic 


West Virginia, annual meeting, Shenan- 
doah Hotel, Martinsburg, May 13-15. 
Program Chairman, Edward D. Hersh, 


Western States Osteopathic Society of 


Hotel, Tulsa, Okla., September 27-29. 
Program Chairman, 


Wisconsin, annual meeting, Hotel Schroe- 
der, Milwaukee, May 10, 11. Program 
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Chairman, John S. Anderson, River 
Falls. 


Wyoming, annual convention, Rawlins, 
June 2-3. 


TO ADVERTISERS 


OFFICIAL AND AFFILIATED 
ORGANIZATIONS 
ARIZONA 
State Society 

Sherman W. Meyer, Phoenix, has re- 
signed from the board of trustees. 


Maricopa County 


The officers are: President, Russell 
Peterson, Phoenix; vice president, Roy 
D. Bennett, Mesa; and secretary-treas- 
urer, Donald D. Young, Phoenix. 


Members of the board of directors 
are Geoffrey T. Lawrence, Tolleson, and 
Paul Bramnick and Richard O. McGill, 
both of Phoenix. 


H. L. Stahnke, Ph.D., Tempe, spoke 
on the recognition and proper treatment 
of insect bites and stings at the Feb- 
ruary 11 meeting in Phoenix. 


Guest speaker at the March 12 meet- 
ing in Phoenix was to be Mrs. Laura 
McRae, member of the Arizona House 
of Representatives. 


CALIFORNIA 
State Society 


A symposium on the chest was to be 
presented, in cooperation with the State 
Tuberculosis and Health Association, in 
Los Angeles on February 25. 


Announcements of the program of the 
annual convention, to be held in Long 
Beach on May 23-25, have been re- 
ceived. The program has been divided 
into general and special section meetings. 
The following talks are to be given at 
the general sessions: “Common Prac- 
tices in Handling Industrial Patients bv 
General Practitioners,” William  F. 
Eschrich, Burbank; “Uses and Misuses 
of ACTH,” John H. Glynn, M.D., Chi- 
cago; “The State Board of Health 
Program,” Wilton L. Halverson, M.D., 
San Francisco, Director of the Board; 
and “The Industrial Accident and Its 
Medicolegal Management,” Mr. Edmund 
J. Thomas, Jr., chief counsel for the 
California Industrial Commission. Also 
scheduled for the general sessions are 
a cardiology symposium including talks 
on “Differential Diagnosis of Chest 
Pain,” J. Holt Robison, Los Angeles, 
“Management of Congestive Heart Fail- 
ure,” Robert K. Schiefer, San Diego, 
“Significance of Cardiac Catheterization 
and Angiocardiology: Its Value in Car- 
diac Surgery,” William D. Long, Los 
Angeles, and “Etiology and Recognition 
of Congestive Heart Failure,” R. Leroy 
McBurney, Ontario; and a conference 
on clinical pathology moderated by Rob- 
ert P. Morhardt, South Pasadena. 


The special section meetings include 
the following: A symposium on “Pres- 
ent Concepts of Anticoagulation Ther- 
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apy” presented by the Internal Medicine 
Section, with A. L. Pettigrew acting as 
chairman, and including talks on “Indi- 
cations,” (Clarke B. Walsworth, San 
Pedro, “Regulation,” Delmar J. Daniel, 
Purbank, and “Treatment,” Clarence A. 
\Vensley, Long Beach; a round table 
liscussion by the Surgery Section, en- 
‘itled “The Indications for Vaginal and 
Abdominal Hysterectomy,” moderated 
y H. B. K. Willis, Los Angeles; a 
linicopathological conference presented 
- the Obstetrics Section, moderated by 
David B. Percival, San Rafael; a case 
resentation, with the discussion mod- 
-rated by K. Grosvenor Bailey, Los 
\ngeles, offered by the Neuropsychiatry 
Section; a demonstration by the Osteo- 
ithic Manipulation Section, with T. 
Purton Edmiston, Los Angeles, as chair- 
nan; a round table discussion by the 
senito-Urinary Section, moderated by 
George F. Scouten, Long Beach; and a 
session on osteopathic mgnipulative tech- 
nic and a motion picture, presented by 
Patrick S. O'Reilly, Glendale, and en- 
titled “Reconstructive Surgery of Trau- 
matic Injuries,” offered by the California 
Osteopathic Industrial Physicians and 
Surgeons. 


Monterey Peninsula 


James R. Rule, Sierra Madre, con- 
ducted a symposium on “Newer Methods 
of Treatment of the Stroke Victim” at 
the January 17 meeting in Felton. 


Redwood Empire 


Included in the program of the Janu- 
ary 16 meeting, held in Santa Rosa, was 
the scheduling of future meetings, as 
follows: February 20, in San Rafael; 
March 20, in Napa, with William A. 
Rees presenting a discussion of rectal 
problems; and April 17, in Petaluma, 
with Melvin L. Neilsen speaking on 
orthopedic problems that can be handled 
in the office. 


Southside 


Alex B. Wilcox, Los Angeles, spoke 
on “Indications and Technics of Pro- 
caine Infiltration for Upper Dorsal and 
Cervical Problems” at the February 1 
meeting. 


COLORADO 
State Society 
On the program of the February 24 
meeting, which was to be held in Den- 
ver, were the following: A symposium 
on the chronic degenerative disease syn- 
drome, including “Theory and Principles 
of Diagnosis,” presented by Louis M. 
Radetsky, and “Therapy—ACTH and 
Cortisone,” presented by Herbert J. 
Smith, Jr., both of Denver; and “Civil 
Defense in Colorado,” presented by Lt. 
Gen. Henry L. Larsen, U.S.M.C. Re- 
tired, Colorado Director of Civil De- 
fense. 


GEORGIA 
State Society 
Floyd F. Peckham, Chicago, and Wil- 
liam C. Kelly, Kirksville, are to be the 
guest speakers at the annual convention, 
scheduled to be held in Radium Springs 
on May 4 and 5. 
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For physicians who wisely insist on blandness 


but demand truly effective antipruritic potency’ 


True antipruritic potency is assured by the time- 
proved ingredients of Calmitol (camphorated chloral, 
hyoscyamine oleate and menthol—Jadassohn’s For- 
mula). Yet, Calmitol is bland and “preferred because 
of its freedom from phenol, cocaine, cocaine deriva- 
tives, and other known sensitizing agents”.* 


Calmitol never causes the sensitization reported 
with antihistamines. Physicians who wisely insist on 
antipruritic safety, as well as efficacy, will find 
Calmitol a “preferred” answer. 


1. “It would be best if calamine were removed from pro- 
fessional medicine.” Goodman, Herman: J.A.M.A. 129:707, 
1945. 2. “The chemicals in remedies the most frequent 
cause of dermatitis were mercury, phenol and ethyl amino- 
benzoate.” Underwood and Gaul: J.A.M.A, 130:249, 1946. 
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ILLINOIS 
District One 
A review of the state legislative pro- 
gram with reference to osteopathy and 
a continuation of the pathology confer- 
ence conducted by William J. Loos, 
Chicago, were scheduled for the Febru- 
ary 17 meeting in Chicago. 


INDIANA 
District One 
Mr. Charles Sumner, Indianapolis rep- 
resentative of the Red Cross, was the 
guest speaker at the January meeting. 


Northern 
The officers are: President, P. J. 
MacGregor, Lawrenceville; vice presi- 
dent, James H. McCormick, Elkhart; 
and secretary-treasurer, F. A. Turfler, 
South Bend. 


_CALMITOL 


3. Lubowe, I. 1., N. Y. State J. Med., 50:1743, (July) 1950. 


For a full clinical demonstration 
please send ten demonstration tubes of 


the bland antipruritic 


Paste coupon on penny post card and mail to 


155 E. 44 St. 
New York 17, N.Y. 


Second District 
The officers were reported in the 
March JourNAL. The trustee is Norman 
D. Weir, Woodbine. 


KANSAS 
State Society 
Mr. Lloyd Hall, Topeka, has been 
appointed general counsel. He will act as 


secretary and editor. 


Hospital Association 


The officers -of this newly-formed 
group are: President, Robert L. Wright, 
Wichita; vice president, B. L. Gleason, 
Larned; and secretary-treasurer, Charles 
Stees, Wichita. James B. Donley, King- 
man, and V. A. Leopold, Garden City, 
are the trustees. 
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PRULOSE COMPLEX 


The dietary approach for 
Therapeutic correction of 


Functional Constipation. 


Combining the well-known bulk-produc- 
ing effect of methylcellulose with the 
universally accepted laxative properties 
of prunes, the natural laxative food, 
fortified with an isatin derivative. 
This activated moist bulk 


1. activates the colon to normal motility 


2. prevents drying out and hardness of 
the colon contents 


3. supplies the necessary bulk to 
increase the volume of the stool 


These actions of PRULOSE COMPLEX 


1. promptly relieve the symptoms of 
functional constipation ADULT DC ore 
2. gently stimulate peristaltic activity 
3. institute a return to normal colon 
function 


PRULDSE COMPLEX rabtets are: 


1. convenient, small and easily 
swallowed 


2. economical—low dosage 
3. formulated for maximum patient 
cooperation 


ACTIVATED 


Send for samples and Guidance 
booklets for your patients. 


The Laboratory, Inc., 


930 Newark Ave., Jersey City 6. N. J. 


Arkansas Valley 
At the meeting in Larned on January 
25 D. W. Hendrickson, Wichita, spoke 
on “Chest X-Rays.” 
The February meeting was scheduled 
to be held in Larned. 


Central Kansas 


Thomas T. McGrath and Hervey H. 
Scott, Kansas City, presented a paper 
on “Orthopedic Problems” at the Janu- 
ary 18 meeting in Salina. 

Lawton M. Hanna, Clay Center, 
Frank W. Shaffer, Salina, and F. A. 
McEvoy, Wilson, were to present a talk 
on “Various Phases of Allergies: 
Proper Evaluation of Diagnosis and 
Treatment” at the February 15 meeting 
which was to be held in Salina. 


South Central and Southeastern 
At the joint meeting held in Independ- 
ence on January 18, Mr. Lloyd Hall, 
Topeka, was guest speaker. 


MAINE 
Knox-Lincoln-Waldo (Tri-County) 
The officers are: President, William 
H. Watson, Bath; vice president, Ed- 
ward J. Sullivan, Camden; and secre- 
tary-treasurer, James P. Kent (re- 

elected), Rockland. 


MASSACHUSETTS 
State Society 
The officers and trustees were re- 
ported in the March JourNAL. Chairman 
of the legislative committee is Raymond 
W. Boyd, Lynn; chairman of the civil 
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defense committee is John A. Robertson, 
Arlington; and legal counsel is Mr. 
David S. Smith, Boston. 


Connecticut Valley 
Amos P. Clarkson, Worcester, was to 
speak on “Physiological Motions of the 
Spine and How Lesions Occur” at the 
February 20 meeting in Northampton 


Essex County 

At the February 13 meeting in Salen 
A. W. Nicosia, Lynn, was to give a talk 
on “Foot and Lower Extremity Tech- 
nic,” and two motion pictures on foot 
difficulties were to be shown. 

At the meeting which was to be hek 
in Lynn on March 13 Mr. David S$ 
Smith, Boston, was to speak on_ the 
medicolegal aspects of medicine and the 
proper conduct of the physician testify 
ing in the courtroom. 


Norfolk County 

The officers are: President, Laurenc: 
M. Blanke, Dedham; secretary, Esthe: 
S. Woolf Davidson, Wollaston; and 
treasurer, Irving M. Parker, Mansfield 

George Everett Cox, Boston, and 
Kenneth R. Zwicher, Quincy, are the 
trustees, and Wallace P. Muir, Boston, 
is chairman of the civil defense com- 
mittee. 

Southeastern 

The officers are: President, Thomas 
Berwick; and secretary-treasurer, Clif- 
ford S. Parsons, both of New Bedford. 
Both were re-elected. 

William H. Neidner, Taunton, is the 
trustee. 

Worcester County 

The officers elected at the annual 
meeting, held on December 6, are: 
President, Richard O. Gifford; vice 
president, Amos P. Clarkson, both of 
Worcester; and _ secretary - treasurer, 
Jacob Spungin, Auburn. 


MICHIGAN 
State Society 

Scheduled for the spring refresher 
course, to be held in Detroit on April 
13-15, are an informal osteopathic ma- 
nipulative session, to be conducted by 
Alan R. Becker, Jackson; a motion 
picture; and the following three panel 
discussions: “The Arthritides,” moder- 
ated by Earl E. Congdon, Flint, and 
including talks on “General Classification 
and Diagnosis,” Dr. Congdon, “X-Ray 
Diagnosis and Management,” John H. 
Pulker, Flint, “Orthopedic Care,” John 
P. Wood, Birmingham, “Osteopathic 
Management,” Dr. Becker, and “The 
Uses and Misuses of ACTH,” John H. 
Glynn, M.D., Chicago; “Nutrition in 
Health and Disease,” moderated by Ed- 
ward S. Kanter, Detroit, and including 
“Its Role in Obstetrics,” James G. 
Matthews, “Its Importance in Pedi- 
atrics,” Harry P. Stimson, both of 
Highland Park, “As Related to General 
Health in the Adult,” Don E. Ranney, 
and “The Geriatric Patient,” Walter P. 
Bruer, both of Detroit; and “The Cause 
and Diagnosis of the Common Present- 
ing Symptoms in General Practice,” 
moderated by Neil R. Kitchen, Detroit, 
and including talks by Stanley J. Turner, 
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Highland Park, Ralph F. Lindberg, J. 
L. McDougal, and Sydney F. Ellias, 
all of Detroit. 


War Veterans’ Association 

A partial listing of officers was given 
in the March Journat. In addition, 
Wilbur H. Johnston, Northville, is the 
vice president. 

Eastern 

The officers were listed in the March 
ToURNAL. The trustees are John J. 
Zuzga, Sebewaing, and John H. Earn- 
shaw, Port Hope. 

Committee chairmen are: Membership, 
Dr. Earnshaw; public relations, Dr. 
/uzga; ethics, Roy S. Young, Harbor 
Beach; hospitals, Arthur Shimmin, San- 
dusky; clinics, Douglas M. Baird, Jr., 
North Branch; statistics, Randall G. 
Bostick, Capac; convention program and 
irrangements, Lanson C. Cobb, Marine 
City; legislation, Harokd W. Laidlaw, 
Bad Axe; vocational guidance, Dwiglit 
D. Walker; public health, Joan V. 
\Vilkes; and industrial and institutional 
service, John H. Nuhn, all of Port 
Huron. 

Macomb County 

The officers and trustees were listed 
in the March JouRNAL. 

Committee chairmen are: Membership, 
Stanley S. Conrad, Roseville; ethics and 
public relations, Willis H. Yeamans; 
industrial and institutional service, 
George E. Folkman, both of Mount 
Clemens; hospitals, Thomas Kerns, 
Utica; statistics, W. P. Adams, St. Clair 
Shores; vocational guidance, William R. 
Kerr, Romeo; and public health, Daniel 
W. McKinley, East Detroit. 


Saginaw Valley 


Officers and trustees were reported in 
the March JourNAL. 


Committee chairmen are: Membership 
and medical legal, M. B. Goldberger; 
hospitals, Alfred A. Ferris; industrial 
and institutional service, Archie R. 
Colby; public health, Merrill M. Mayne; 
convention program, Chester S. Chicky, 
all of Saginaw; convention arrange- 
ments, Verne L. Rice; ethics, Graham 
W. Stewart; clinics, Arthur P. Bum- 
stead; legislation, Hobert C. Moore, all 
of Bay City; statistics, Lynn Hooker, 
Freeland; and vocational guidance and 
public relations, Roy J. Harvey, Mid- 
land. 

Southeastern 

When the officers were reported in 
the March JourNAL it was stated that 
James P. Whitmore, Marquette, had 
been re-elected secretary-treasurer. How- 
ever, according to information subse- 
quently received, the secretary-treasurer 
is F. B. Mering, Ida. 

At the meeting in Milan on January 
7 a general discussion was held on the 
status of osteopathic physicians in civil 
defense and in the draft; and assign- 
ments were made for papers to be sub- 
mitted for publication in the state bulle- 
tin. Further discussion of these papers 
was held at the February 4 meeting in 
Milan. The next meeting, also to be in 
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Milan, was tentatively set for March 4, 
at which time the papers, in their final 
form, were to be read. 


Southwestern 


Officers and a partial list of trustees 
were given in the March JournaL. Dur- 
ward L. Dill, Niles, is also a trustee. 

Committee chairmen are: Membership, 
Richard S. Reynolds; ethics, H. C. 
Blohm; legislation, Chester J. Zwissler, 
all of Benton Harbor; hospitals and 
clinics, J. M. Brown, Berrien Springs; 
statistics, Alton Hinks, Three Oaks; 
convention program, Leo F. Latus, Hart- 
ford; convention arrangements, George 
G. O’Malley, Galien; vocational guid- 
ance, C. P. Burns, St. Joseph; public 
health, E. V. Sergeant, Coloma; and 
industrial and institutional service, and 
public relations, Joe F. Reed, Watervliet. 


- Ellias; 


Wayne County 

Officers, trustees, and statistician were 
reported in the March JourNAL. Com- 
mittee chairmen are: Judiciary and pro- 
gram, C. B. Potter, Trenton; 
and insurance, P. E. 
affairs, C. L. Boone; 
Fisher; veterans’ affairs, R. S. Sinclair; 
social welfare, F. C. Laitner; news edi- 
tor, P. N. Munroe; building, S. F. 
membership, D. J. Evans, all of 
Detroit; professional affairs, R. M. 
Wright; standardization of specialists, 
J. C. Hovis; public health, A. P. Ul- 
brich, all of Highland Park; inter-hospi- 
tal, W. F. Costello, Trenton; Osteopathic 
Progress Fund, R. B. Dow, Dearborn; 
and industrial and institutional service, 
W. R. Faulkner, Detroit, and P. A. 
Whitmore, River Rouge. 


legislative 
Haviland; internal 
ethics, H. A. 
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MISSOURI 
Central Ozark 
Guest speaker at the February 8 meet- 
ing in Rolla was William J. Campion, 
Springfield, who gave a talk on “General 
X-Ray Diagnosis.” 
The next meeting was scheduled for 
March 1. 


Northeast 

A committee to study public relations 
activities in this district has been formed, 
with Grover C. Stukey, Kirksville, as 
chairman. 

William C. Kelly, Kirksville, presented 
the second in a series of four talks on 
public relations at the February 8 meet- 
ing in Memphis. 

At the next meeting, scheduled to be 
held in Macon on March 8, Dr. Kelly 
was to continue his series of talks, and 


Dr. Stukey was to present a paper on 
“Chest Conditions.” 


NEW JERSEY 

State Society 
On the program of the annual meeting 
in Trenton on March 10-11 were to be 
the following talks: “Traumatic Injuries 
to the Chest” (The Francis A. Finnerty 
Memorial Lecture), and “Thirty Years 
of Osteopathic Surgery,” A. C. Johnson, 
Detroit, Mich. ; “Educational Program of 
the Osteopathic Profession,” Mr. Law- 
rence W. Mills, Chicago; “Our Colleges 
and Their Problems,” and “A. O. A. 
Activities,” Vincent P. Carroll, Laguna 
Beach, Calif.; “The Aims and Program 
of the Philadelphia College of Osteop- 
athy,” Kenneth L. Heaton, Ph.D., 
“Atomic Medicine and the Use of Iso- 
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topes,” Paul T. Lloyd and associates, 
all of Philadelphia; “Manipulative Tech- 
nic Based on Recent Findings in Medical 
Science,” Charles H. Kauffman, Dan- 
bury, Conn.; “The First Fifty Years of 
Osteopathy,” Chester D. Swope, Wash- 
ington, D. C.; and “Medical and Health 
Aspects of Civil Defense,” Daniel Bergs- 
ma, M.D., Trenton. 


Bergen-Passaic County 
James E. Chastney, Hackensack, has 
been appointed chairman of the legisla- 
tive committee. 


At the February meeting Angelo M 
Sala, M.D., New York City, conducted 
a clinicopathologic conference based on 
case histories and specimens from the 
Osteopathic General Hospital of Dumont 


Essex County 
Edward H. Johnson, Montclair, con- 
ducted a discussion of “Peripheral Vas 
cular Disease” at the January 19 meeting 
in Montclair. Members of the staff oj 
the Essex County Osteopathic Clinic 
participated in the discussion. 


Guest speaker at the February 14 meet- 
ing in Montclair was Ferdinand G 
Weisbrod, M.D., East Orange, who spoke 
on “The Use of Liver Biopsy in the 
Jaundiced Patient.” 


Morris County 
The officers are: President, Raymond 
B. King, Denville; vice president, H. 
Cory Walling, Morristown; and secre- 
tary-treasurer, Howard I. Van Dien, 
Madison. 


A business meeting was held February 
21 in Morristown. 


NEW MEXICO 
State Society 

Officers and trustees were reported in 
the November JourNAL, and a partial 
list of committee chairmen was given in 
the December JourNAL. Additional com- 
mittee chairmen are: Convention pro- 
gram, P. E. Walley, Albuquerque; local 
convention arrangements, Paul S. Jones, 
Las Cruces; and civil defense, George 
C. Widney, Jr., Albuquerque. 


NEW YORK 
State Society 
Officers and directors were given in 
the December JourNAL. 


Department heads are: National af- 
fairs, Eugene J. Casey, Binghamton; pro- 
fessional affairs, John R. Pike, Albany; 
public affairs, William B. Strong, Brook- 
lyn; public health, David J. Bachrach, 
New York City; and state affairs, C. 
Edwin Long, Jr., Buffalo. 


Committee chairmen are: A.O.A. 
Building Fund, William S. Prescott, 
Syracuse; federal service, Samuel H. 
Scott, Albany; federal-state coordinator, 
finance, and budget, Dr. Casey; emer- 
gency medical service, Robert R. Ross, 
Syracuse; unit contact, Lawrence S. 
Robertson, New York City; veterans’ 
affairs, vocational guidance, and public 
education on health, Dr. Long; ethics 
and vigilance, William O. Kingsbury, 
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New York City; graduate education, 
Dr. Strong; Osteopathic Progress Fund, 
George T. Smith, Rochester; profes- 
sional insurance, Edith E. Dovesmith, 
Niagara Falls; public relations, A. Leon 
smeyne, New York City; clinics and 
spitals, Warren J. E. Tucker, Port 
\ 4shington, Long Island; public health, 
uncis J. Beall, Jr.; constitution and 
ws, William E. Kaufmann, both of 
racuse: state and social medicine, 
ert W. Bailey, Schenectady; work- 
n’s compensation, Hewett W. Strever, 
-hester ; health and accident insurance, 
| membership, Robert E. Cole, Ge- 
i: and Student Loan Fund, Edwin 
Larter, Niagara Falls. 
ymmittee chairmen for the 1951 con- 
ion are: General chairman, Dr. 
ker; program, Ferdinand C. Gettler, 
Richmond Hill, Long Island; facilities, 
aul H. Zea, Jr.. New York City; ex- 
ulits, J. Barton Freedman, Lawrence, 
ng Island; public relations, Dr. 
meyne; treasurer, Thomas W. Breese, 
New York City; and registration, Wil- 
liam L. Hitchcock, Rye. 


Hudson River North 
The officers are: President, John L. 
Brookman; vice president, T. Paul 
Davis; and secretary-treasurer, john R. 
Pike, all of Albany. All were re-elected. 
Dr. Davis is program committee chair- 
man. 


OHIO 
Third District (Cleveland) 

David S. Leighninger, M.D., Cleve- 
land, was to speak on “Effects and Types 
of Congenital Heart Diseases in Chil- 
dren” at the February 5 meeting in 
Cleveland. 

The next meeting was scheduled for 
March 10. 


Fifteenth District (Cincinnati) 

At the meeting in Cincinnati on March 
8 Lawrence M. Bell, Marietta, was to 
discuss ophthalmological and otorhino- 
laryngological problems as they concern 
the general practitioner. 

The April meeting was to be devoted 
to osteopathic manipulative demonstra- 
tions. 

OKLAHOMA 
Central 

The officers were reported in the De- 
cember JouRNAL. The trustees are T. G. 
Billington, Seminole, and R. V. Toler, 
Shawnee. 

Eastern 

George E. Riggs, M.D., of the Musko- 
gee office of the Veterans’ Administra- 
tion, was guest speaker at the January 
18 meeting in Muskogee. Members of 
neighboring district societies were in- 
vited to attend. 

Southern 
The officers are: President, Frank D. 
Stickney, Comanche; president-elect, F. 
Leighton Harmon; vice president, A. B. 
Husky, both of Wilson; and secretary- 
treasurer, Hugh FE. Williams (re- 
elected), Ardmore. 

Committee chairmen are: Membership, 
Robert H. Safley, Healdton; ethics and 
vocational guidance, Richard G. Noble, 
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Durant; hospitals, and industrial and in- 
stitutional service, Dr. Stickney; statis- 
tics and legislation, Dr. Williams; con- 
vention program, Dr. Husky; and public 
relations, Virgil A. Bittiker, Healdton. 


OREGON 
. State Society 
See Northwest Osteopathic Convention 
under Special and Specialty Groups. 


Willamette Valley 

Richard E. Walstrom, Eugene, con- 
ducted a discussion on basic osteopathic 
principles, and gave a report of the 
Academy of Applied Osteopathy Grad- 
uate Course which was held in Oakland, 
Calif., in January, at the February 10 
meeting in Eugene. 

The March meeting was to be held in 
Albany. 


PENNSYLVANIA 
State Society 

The theme for the first day of the 
midyear refresher course, which was to 
take place in Harrisburg on February 
23 and 24, was “Medical Problems of 
Atomic Bombing.” Talks to be given on 
the first day included “The Osteopathic 
Physician and Civil Defense,” Harold 
L. Miller, Harrisburg; Public Health 
Aspects,” Bernard Witlin, D.Sc.; “Ra- 
diation Biology,” William L. Tanen- 
baum; “Radiation Pathology,” Paul T. 
Lloyd; “Acute Radiation Syndrome,” 
Kenneth L. Wheeler; “Traumatic In- 
juries,” James M. Eaton; “Burns,” Ar- 
thur M. Flack, Jr.; “Principles Under- 
lying General Measures,” Ralph L. 
Fischer; “Psychological Aspects,” Fred- 
erick A. Long; “Care of Children: in 
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Wartime,” William S. Spaeth; “Public 
Health Services and Civil Defense,” 
Russell E. Teague, M.D., all of Phila- 
delphia; and “Latest Developments in 
the Civil Defense Program,” Col. Alton 
C. Miller, Director of Civil Defense of 
Pennsylvania. Also scheduled was a 
round table discussion and summary of 
the -topic, with Dr. Lloyd acting as 
chairman, and all speakers participating. 


The theme for the second day was 
“Latest Advances,” and the following 
talks were to be given: “Latest Advances 
in Neurclogy,” Dr. Long; “Latest Ad- 
vances in Internal Medicine,” Dr. Fisch- 
er; “Latest Advances in Antibiotics— 
Through the Bacteriologist’s Eye,” Dr. 
Witlin; “Diagnosis of Intervertebral 


Disk Lesions: A New Approach,” Drs. 
Eaton and Lloyd; and “Latest Advances 
in Surgery,” Dr. Flack. Two round table 
discussions were also scheduled for the 
second day: “ACTH, Cortisone and 
Other Steroids,” and “Psychosomatic 
Medicine — A_ Critical Re-evaluation,” 
with Drs. Long, Fischer, Eaton, and 
Flack participating in both. 


RHODE ISLAND 
State Society 

John P. Deery, M.D., Providence, 
spoke on “Medical Mobilization in the 
Advent of Atomic Warfare” at the Feb- 

ruary 9 meeting in Cranston. 
The following talks were to be pre- 
sented at the annual convention in War- 
wick Neck, March 7 and 8: “A New 
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Approach to the Management of Foot 
Disorders,” and “Physiologic Movements 
of the Spine,” Edward B. Sullivan, Bos- 
ton; “Evaluation of the Hypertensive 
Patient,” “The Mistreatment of Anemia,” 
and “What Constitutes Control of the 
Diabetic,” Stuart F. Harkness, Des 
Moines, Iowa; “Medical Management o/ 
the Complications of Peptic Ulcer,” 
“Medical Kidney Problems,” and “Vira] 
Infections of the Respiratory Tract,” 
John L. Crowther, Bangor, Maine; “T), 
Treatment of Back Sprains Due to Il; 
dustrial Accidents,” Francis E. LeBaro) 
Foxboro, Mass.; and “Palliation in Ca: 
cer,” George R. Fox, M.D., Pawtucke: 
Two panel discussions and sever: 
scientific exhibits were also scheduled 


TEXAS 
State Society 

The theme chosen for the annual co) 
vention, to be held in Houston on Apr | 
26-28, is “The Destiny of Osteopath, 
Guest speakers who are to present 
symposium on the principles and practi: 
of ostecpathy are Vincent P. Carro 
Laguna Beach, Calif., Angus G. Cathi:, 
Philadelphia, Robert B. Thomas, Hun 
ington, W. Va., and Irvin M. Kor 
Ph.D., Kirksville, Mo. 

District Two 

The officers are: President, Charles 
Still, Jr., Dallas; president-elect, Dan | 
Beyer; vice president, Lester L. Hami! 
ton, both of Fort Worth; and secretar) 
treasurer, Charles M. Hawes, Richard 
son. Dr. Hamilton was also appointe:! 
program chairman. 

C. W. Dalrymple, Little Rock, Ark., 
was guest speaker at the February 18 
meeting in Fort Worth. 


District Three 

At the January 21 meeting in Long 
view a symposium on “Peptic Ulcer” was 
presented, moderated by Howard k 
Coats, Tyler, and included the following 
topics: anatomic aspects, with emphasis 
on the neurologic and vascular anatomy, 
described by H. G. Grainger, Tyler; 
methods of diagnosis, particularly by 
means of x-ray films, discussed by C. 1. 


| Ogilvie, Quitman; manipulative aspects 
| of treatment, by Nathaniel B. Gafford, 


Sulphur Springs; and medicinal therapy 
and the psychosomatic factors involved, 


| presented by Kenneth E. Ross, Tyler. 


District Six 
Robert J. Brune, Corpus Christi, spoke 
on the medicinal aspects of atomic war- 
fare at a recent meeting. 


WASHINGTON 
State Society 
See Northwest Osteopathic Convention 
under Special and Specialty Groups. 


WEST VIRGINIA 
Ohio Valley 

John A. Matousek, Weirton, presented 
two films on the diagnosis and treatment 
of psoitis at the meeting in Steubenville, 
Ohio, on January 25. 

The next meeting was scheduled for 
February 22, to be held in Wellsburg. 


WISCONSIN 
Fox River Valley 
A meeting was scheduled for March 8 
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Madison 
D. Beryl Mack, Madison, has been 
appointed chairman of the meeting pro- 
cram committee. 
A speaker from the Allis-Chalmers 
Company of Milwaukee was to talk on 
economic and Political Aspects of the 
Country” at the March 15 meeting in 
itertown. 
Milwaukee 
Guest speaker at the March 1 meeting 
Milwaukee was to be Tibor J. Green- 
it, M.D., Milwaukee, who was to 
‘uss the Rh factor as it pertains to 
neral practice. 
CANADA 
Manitoba 
The officers are: President, Edwin G. 
cker; vice president, R. M. Cornelius ; 
retary, L. B. Mason; and treasurer, 
Glenn Murphy, all of Winnipeg. All 


re re-elected. 
Quebec 
The officers are: President, A. E. 
\Vilkinson; vice president, Bruce E. 


\larshall; secretary-treasurer, F. G. 
Marshall, all of Montreal. All were re- 
elected. 

Chairman of the legislative committee 
is Dr. F. G. Marshall; and chairman of 
the professional welfare committee is 
Allan A. Eggleston, also of Montreal. 


SPECIAL AND SPECIALTY 
GROUPS 
ACADEMY OF APPLIED OSTEOPATHY 
Bay Area 
Paul M. Wherrit, Mount Shasta, 


Calif., spoke on “Chapman’s Reflexes” 
at the February 24 meeting in San Fran- 


cisco. 
Puget Sound 

At the March 17 meeting in Seattle 
the following talks were to be presented : 
“Primary Mechanics of Compensating 
for Short Leg,” Francis D. Goddard, 
Seattle, and Perry C. Wilde, Seahurst; 
“Review: Grainger’s Lobar Pneumonia 
and the Segmental Plane,” Scott B. Wis- 
‘ner, Jr., Seattle; “The Parietal Bone,” 
Milton P. Thorpe, Vancouver, British 
Columbia; “Cranial Technic,” H. V. 
Hoover, Tacoma; and a continuation of 
his discussion of the Oakland course in 
Basic Osteopathy, presented by J. Lowell 
Kinslow, Seattle. 


AMERICAN COLLEGE OF 
OSTEOPATHIC OBSTETRICIANS AND 
GYNECOLOGISTS 
The officers are: President, Dorothy 
J. Marsh, Los Angeles; first vice presi- 
dent, A. J. Still, Flint, Mich.; second 
vice president, Lester Eisenberg, Phila- 
delphia; and secretary-treasurer, Arthur 

A. Speir, Merrill, Mich. 

The trustees are James G. Matthews, 
Highland Park, Mich., Fred R. Clark, 
Lincoln Park, Mich, Jerry O. Carr, 
Fort Worth, Texas, Thomas R. Tull, 
Chicago, Arthur B. Funnell, Denver, 
Colo., and Delle A. Newman, Detroit. 


CENTRAL STATES OSTEOPATHIC 
SOCIETY OF HERNIOLOGISTS 
The officers are: President, J. W. 
Robinson, Erie, Pa.; vice president, 


Howard M. Smith, New Castle, Pa.; 
and secretary-treasurer, M. F. Bashline 
(re-elected), Titusville, Pa. 
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A PRODUCT OF THE 
HOUSE OF Larson 


The same Larson’s Adhe- 
sive Balm which has been 
receiving national acclaim 
for its antiseptic and pro- 
tective properties is now 
available ‘in convenient 
spray dispenser. Sprayed on the skin before the 
application of adhesive plaster and casts, Adhe- 
sive Balm forms a water soluble film between 
the skin and plaster, thereby reducing adhesive 
dermatitis and pruritus. 
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YOu CAN SPRAY 
Larsous 


ADHESIVE 
BALM CREAM 


Massa; into the skin, Larson’s Adhesive 
Balm Cream increases resistance to skin in- 
fection and permits removal of adhesive 

laster without discomfort. This exclusive 
| eae formula (identical in spray or cream) 
has many advantages 
for both doctor and pa- 
tient. New literature 
with complete details 
about Adhesive Balm 
is ready for you. 


Larson LABORATORIES, INC. 
ASK Your DEALER FOR IT 


Direct all correspondence and orders to 


STERILIZER Co., ERIE, PA. 
IATIONAL SALES REPRESENTATIVES 


Committee chairmen are: Membership, 
clinics, and convention arrangements, Dr. 
Bashline; convention program, Dr. Rob- 
inson; hospitals, Dr. Smith; ethics, E. H. 
Cosner, Dayton, Ohio; statistics, M. A. 
Brandon; industrial and _ institutional 
service, John A. Brandon, both of Lo- 
rain, Ohio; legislation, George T. Hay- 
man, Doylestown, Pa.; public health, 
Guy S. Hulett, Columbus, Ohio; and 
public relations, F. Hollingsworth, Grand 
Rapids, Mich. 


CHILD’S HEALTH CONFERENCE 


The program for the conference, to be 
held in Kansas City, Mo., April 16-18, 


is to include the following talks, accord- 
ing to an announcement received in ad- 
vance: “Diseases of the Urogenital 
System,” A. A. Choquette, Kansas City; 
“Diseases of the Lung,” and “Treating 
the Critical Patient,” Robert P. Mor- 
hardt, South Pasadena, Calif.; “Physio- 
logical Handicaps of the Premature,” 
“Diagnosis of Liver Diseases in Chil- 
dren,” and “Anatomical Defects of the 


Gastrointestinal Tract and Their Man- 
agement,” F. Munro Purse, Philadelphia; 
“Is Your Patient a Glandular Case?” 
Quintos W. Wilson, Kansas City; “Cy- 
anosis of the Newborn,” “The Rh Fac- 
tor and What to Do About It,” and 
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headache. 


FEVER, CHRONIC BRONCHITIS, that’s all many a doctor prescribes 
to provide patients with convenient, effective, safe symptomatic relief 
from paroxysmal respiratory distress. 


FELSOL affords prompt relief too in spasmodic cough and neuralgic 


AMERICAN FELSOL COMPANY 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


LORAIN, OHIO 

I Please send me your physician's index card, samples and literature on FELSOL. 

i 

“Parenteral Fluids,” Leo C. Wagner, “A Simple Method of Localizing the 


Philadelphia; “Atopic Dermatitis in the 
Infant and Child,” A. E. Scardino, Kan- 
sas City; “Congenital Malformations,” 
and “Disturbances of Ossification,” John 
P. Wood, Birmingham, Mich.; “Diag- 
nosis and Treatment of Poliomyelitis,” 
Clayton H. Morgan, Kansas City; “In- 
fections of Bones and Joints,” Leonard 
C. Nagel, Cleveland, Ohio; “Diseases of 
the Throat,” David C. Cowherd; 
“Diseases of the Eye,” A. B. Crites; 
“Dental Problems of the Pediatric Pa- 
tient,” J. M. Wiggins, D.D.S.; “Psycho- 
pathological Problems,” Floyd E. Dunn; 
and “Nutrition of Childhood,” Robert 
R. Tonkens, all of Kansas City. Also on 
the program will be a talk by Vincent P. 
Carroll, Laguna Beach, Calif. 


ILLINOIS OSTEOPATHIC SOCIETY 
OF RADIOLOGY 
At the meeting in Chicago on Febru- 
ary 25 John Poehner was to demonstrate 


Radiation Beam,” and Jack H. Grant 
was to present an illustrated lecture, 
“Pediatric X-Ray Diagnosis.” Both 
speakers are from Chicago. Also on the 
program was to be a group discussion 
period conducted by Dr. Poehner, with 
each attending member presenting facts 
and films about a case for discussion. 


INTERSTATE CARDIAC SOCIETY 


The officers are: President, L. B. 
Walker, Jackson, Mich., and secretary- 
treasurer, Gilbert L. Johnson, Cleveland, 
Ohio. 


IOWA CRANIAL ASSOCIATION 


George A. Laughlin, Kirksville, Mo., 
and Glenn A. Baird, Hiawatha, Kans., 
conducted a program dealing with 
“Sutherland Respiratory Technic” at 
the meeting in Des Moines on January 
18. 
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MICHIGAN SOCIETY OF 
OSTEOPATHIC ANESTHESIOLOGISTS 

The officers and trustees were reported 
in the March JourNaL. 


Committee chairmen are: Membership, 
David Friedman, Flint, “and Carl FE. 
Schefold, Highland Park; convention 
program and arrangements, J. Calvin 
Geddes, Mount Clemens, and Dr. Fried- 
man; publication, Dr. Schefold; and pro- 
gram, J. Maurice Howlett, Highland 
Park, and Dr. Schefold. 

Mr. Gordon Eaverson of the Purita 
Gas Company presented a lecture on the 
manufacture and handling of anesthetic 
gases, on various types of anesthetic 
equipment, and on safety precautions 
the operating room at the meeting 
Detroit on February 13. Also on 1! 
program were two films, “Endotrache::! 
Anesthesia,” and “Oxygen Therapy { 
the Relief of Heart Disease.” 

The next meeting was scheduled /. : 
March 13, at which time a paper on tl « 
vagovagal syndrome was to be present« 


MISSOURI OSTEOPATHIC SOCIETY 
OF RADIOLOGY 

Speakers at the February 18 meetin: 

in Jefferson City were to be Robert 

Mitchell, Springfield, and William 1! 

Voorheis, St. Joseph. 


NEW JERSEY X-RAY SOCIETY 
The officers are: President, J. Ar- 
mande Porias, Newark; vice president, 
Bernard J. Plone, Riverside; and secre- 
tary-treasurer, S. Samuel Tropea, 
Pennsauken. All were re-elected. 


Members of the Executive Committee 
are Drs. Porias, Plone, Tropea, and 
Alexander H. Levine, Jersey City. 

Dr. Levine is program committee 
chairman, and Dr. Tropea is chairman 
of the membership committee. 


NORTHWEST OSTEOPATHIC 
CONVENTION 

Robert P. Morhardt, South Pasadena, 
Calif., Martin C. Beilke, Chicago, Rich- 
ard Sayre Koch, Olympia, Wash., and 
Mr. Lawrence W. Mills, Chicago, have 
accepted invitations to present talks at 
the convention, which is to be held in 
Portland, Oregon, on June 4-7. Titles 
of their papers have not yet been an- 
nounced. 

Also on the program is to be a forum 
on “Early Diagnosis and Treatment of 
Malignancies of the Female Pelvis,” 
conducted by John L. Montgomery, 
Portland, Ore., assisted by Dr. Mor- 
hardt, and Ira J. Neher, Keith A. 
Wintle, both of Portland, and Joseph A. 
Cooney, Oswego, Ore. 


OKLAHOMA RADIOLOGICAL SOCIETY 

At the March 1 meeting (which was 
formerly scheduled for February 15) 
Theodore C. Hobbs, Columbus, Ohio, 
spoke on “Gastrointestinal Tract and 
Sinus Pathologies.” 


PENNSYLVANIA OSTEOPATHIC 
RADIOLOGICAL SOCIETY 
“Lung and Bone Pathologies” was the 
subject under discussion at the Februar) 
15 meeting in Philadelphia. 
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dainty 


fastidious 


Ortho-Gynol® Vaginal Jelly—ricinoleic acid 0.75%, boric acid 3.0%, oxy- 
quinoline sulphate 0.025%, p-Diisobutylphenoxypolyethoxyethanol 1.00% 


Ortho®Creme—ricinoleic acid 0.75%, boric acid 2.0%, sodium lauryl sul- 
phate 0.28% 


Ortho Gynecie 
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be bacterial vaginitis 


Cream 


TRADE MARK 


eliminates vaginal discharge 


by controlling the cause 


in mixed vaginal infections 
“The subjective symptom of discharge was 


cured.” 


CAUTION Te be by on the ore 


“The absence of usual post-cautery dis- 
charge and bleeding was very striking.’”' 


following vaginal plastic surgical procedures 


“One of the most annoying symptoms, 
the malodorous discharge was found non- 
—Er SC existent in all the treated 

cases.'? The outstanding 
relief of this distressing symptom reflects the 
control of a wide variety of vaginal pathogens 
achieved by the combined sulfonamides* in 
S Sulfa Cream. 
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is available in 3 oz. tubes. On original prescriptions specify 
“Triple Sulfa Cream with applicator." 
*Sulfathiazole, N'acetylsulfanilamide, N'benzoylsulfanilamide. 


1. Marbach, A. H.: Am. J. Obst. & Gynec. 55:511, 1948. 


2. Blinick, G.; Steinberg, P., and Merendino, J. V.: Am. J. Obst. 
& Gynec. 58:176, 1949. 


ortho pharmaceutical corporation, raritan, new jersey 
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The next meeting will be held in Lan- 
caster on April 19. 


SOUTHEASTERN OSTEOPATHIC 
SOCIETY OF RADIOLOGY 

The officers are: President, Aaron H. 
Shifrin, Coconut Grove, Fla.; vice pres- 
‘dent, D. A. Musselman (re-elected), 
Fort Lauderdale, Fla.; and secretary- 
treasurer, W. S. Horn (re-elected), 
Palmetto, Fla. 

Villiam Migden, Cocoa, Fla., is the 
gram committee chairman. 


Sate and National Boards 


ALABAMA 
‘xaminations June 26-28 at the State 
(,itol Health Building, Montgomery. 
plications must be filed by June 25. 
\ddress D. G. Gill, M.D., secretary, 
hoard of Medical Examiners, 537 Dex- 
Ave., Montgomery 4. 
ALBERTA 
Examinations in April at Edmonton. 
Address G. B. Taylor, acting registrar, 
Office of the Registrar, University of 
Alberta, Edmonton, Alberta. 
ARIZONA 
Basic science examinations June 19 at 
the University of Arizona, Tucson. Ap- 
plications must be filed by June 5. Ad- 
dress Mr. Francis A. Roy, secretary, 
Basic Science Board, Science Hall, Uni- 
versity of Arizona, Tucson. 


COLORADO 
Professional examinations June 18-20 
in Denver. Applications must be filed 
by June 2. Address Miss Beulah H. 
Hudgens, executive secretary, Board of 
Medical Examiners, 831 Republic Bldg., 
Denver 2. 


Basic science examinations June 6-7 
in the lecture room, YMCA Bldg., 16th 
and Lincoln Sts., Denver. Applications 
must be filed by May 23. Address Esther 
B. Starks, D.O., secretary, Basic Science 
Board, 1459 Ogden St., Denver 3. 


CONNECTICUT 
Professional examinations July 10. 
Address H. Wesley Gorham, D.O., sec- 
retary, Osteopathic Examining Board, 
520 West Ave., Norwalk. 


Basic science examinations June 9 at 
Yale University, New Haven. Applica- 
tions must be filed 2 weeks prior to 
examination. Address Miss M. G. Reyn- 
olds, executive assistant, State Board of 
Healing Arts, 110 Whitney Ave., New 
Haven 10. 

DELAWARE 

Examinations July 10-12. Address Jo- 
seph McDaniel, M.D., secretary, Board 
of Medical Examiners, 229 S. State St., 
Dover. 

FLORIDA 

Professional examinations June 23-24. 
Applications must be filed 2 weeks prior 
to the examination. Address Richard S. 
Berry, D.O., secretary, Board of Osteo- 
pathic Medical Examiners, Box 124, Sta- 
tion A, St. Petersburg. 


Basic science examinations June 2 in 
Gainesville. Applications must be filed 


2 weeks prior to examination. Address 


the 
FASTEST 


with the 


NEW 
PELTON 


FL-2 
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PRESSURE and TEMPERATURE 


in SECONDS 


Now, for the first time, Pelton . . . the 
pioneer in the field of small autoclave 
sterilization . . . presents the new FL-2. 
It reduces minutes to seconds between 
consecutive sterilizing periods. 


As one load is sterilized, just remove 
it and begin sterilizing the next load 
in only a few seconds. No more waiting 
periods to bring up necessary tempera- 
ture and pressure. No more wasted 
time. Simply turn valve to let steam, 
already generated and stored under 
ressure in outer chamber, pass into 


inner chamber. 


The new, fast Pelton FL-2 is a scien- 
tifically-designed, precision-built auto- 
clave. It uses the exact safe, fast 
principles of large hospital sterilizers: 
double boiler, air discharge valve, 
reservoir-condenser to convert steam 
to distilled water for re-use in boiler 
(no steam discharge in room), solid 
bronze safety door, positive door lock 
and safety catch, fully automatic. 

Pelton FL-2 is today’s best investment 
in safe, speedy sterilizing. See it at 
your dealer’s or write for literature. 


THE PELTON & CRANE CO., DETROIT 2, MICHIGAN 


M. W. Emmel, D.V.M., secretary, Board 
of Examiners in the Basic Sciences, 
P. O. Box 340, Gainesville. 


GEORGIA 
Examinations July 3 in Atlanta. Ad- 
dress R. E. Andrews, D.O., secretary, 
Board of Osteopathic Examiners, 304 
First National Bank Bldg., Rome. 


HAWAII 
Examinations July 11. Address Mabel 
A. Runyan, D.O., secretary, Board of 
Osteopathic Examiners, 2333 C. Kala- 
kaua Avenue, Honolulu 30. 


IDAHO 
Examinations June 14 in Boise. Ap- 
plications must be filed by May 31. Ad- 
dress Estella S. Mulliner, director, Bu- 
reau of Occupational License, Dept. of 
Law Enforcement, Boise. 


ILLINOIS 
Examinations June 26-28 in Chicago. 
Applications must be filed by June 19. 
Address Mr. Charles F. Kervin, Super- 
intendent of Registration, Illinois De- 
partment of Registration and Education, 
State House, Springfield. 


KANSAS 
Examinations June 21-23 in Topeka. 
Applications must be filed by June 1. 
Address Forrest H..Kendall, D.O., sec- 
retary, Board of Osteopathic Examina- 
tion and Registration, 420% Pennsyl- 
vania Ave., Holton. 


MAINE 
Examinations June 12 in Augusta. Ad- 
dress G. F. Noel, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Monument Sq., Dover-Foxcroft. 


j AUTOCLAVE STERILIZATION 
| | 
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Available Without 
Charge: 
Recipe Folder 
showing how Meyen- 
Evaporated G oat 
can be used in 

ing. is indicated, doctors from coast to coast pre- 


"Hore Comes What 
the Doctor Ordered ! 


Long before cow's milk lactalbumin allergy 
was recognized, Goat Milk was used, when 
available, as a preferred infant food. Today 
when a change from cow’s milk in the diet 


scribe Meyenberg Evaporated Goat Milk. It is 


1. Uniform in quality 

2. Nutritionally equivalent to evaporated 
cow’s milk. 

3. Prepared under exacting conditions by 
one of the finest condenseries in the west. 
4. Available the year round at most drug 


a stores in convenient 14 oz. cans. - 
By the makers of HI-PRO* high protein, low-fat powdered cow's milk. ea 


Pharmaceuticals. Inc. 


fovmerty SPECIAL MILK PRODUCTS, Inc. 


LOS ANGELES 64, CALIFORNIA 


SINCE 1934 


MARYLAND 
Examinations June 10 in Hagerstown. 
Applications must be filed by May 10. 
Address Walter H. Waugaman, D.O., 
secretary, Board of Osteopathic Exam- 
iners, 33 S. Centre St., Cumberland. 


MASSACHUSETTS 
Examinations July 10. Address George 
Schadt, M.D., secretary, Board of Reg- 
istration in Medicine, State House, 
Boston 33. 


MICHIGAN 
Basic science examinations May 11-12 
in Ann Arbor and Detroit. Applications 
must be filed by May 1. Address Miss 
Eloise LeBeau, secretary, Board of 
Examiners in the Basic Sciences, 101 N. 
Walnut Street, Lansing. 


MINNESOTA 

Basic science examinations June 5-6 
in Millard Hall, University of Minne- 
sota, Minneapolis. Applications must be 
filed by May 10. Address Raymond 
Bieter, M.D., secretary, Board of Ex- 
aminers in the Basic Sciences, 105 Mil- 
lard Hall, University of Minnesota, 
Minneapolis 14. 


MISSISSIPPI 
Examinations in June. Address Felix 
J. Underwood, M.D., secretary, Board 
of Health, Jackson 113. 


NEBRASKA 

Basic science examinations May 1 and 
2 at the University of Nebraska College 
of Medicine in Omaha. Applications 
must be filed by April 16. Address Mr. 


Journal A.O.A, 
April, 1951 


Oscar F. Humble, director, Bureau of 
Examining Boards, Room 1009, State 
Capitol Bldg., Lincoln 9. 


NEVADA 
Examinations July 10. Address Walter 
J. Walker, D.O., secretary, Board of 
Osteopathic Examiners, 210 W. Second 
St., Reno. 
NEW JERSEY 
Examinations June 19. Applications 
must be filed by May 30. Address F. S. 
Hallinger, M.D., secretary, Board of 
Medical Examiners, 28 W. State %t,, 
Trenton. 
NEW MEXICO 
Basic science examinations in Ji ue. 
Address Mrs. Marguerite Cantrell, < c- 
retary, Board of Examiners in the B»<ic 
Sciences, P. O. Box 1522, Santa Fe 
NEW YORK 
Examinations June 26-29 in Albay, 
Buffalo, New York City, and Syraci-e. 
Applications must be filed by May 2s. 
Address Jacob L. Lochner, Jr., M.'), 
secretary, Board of Medical Examines, 
Bureau of Professional Education, 23 
S. Pearl St., Albany 7. 
NORTH CAROLINA 
Examinations July 7. Address Frank 
R. Heine, D.O., secretary, Board of 
Osteopathic Examination and Registra- 
tion, 926 Southeastern Bldg., Greensboro. 
NORTH DAKOTA 
Examinations July 2-3. Address Gor- 
don L. Hamilton, D.O., secretary, Board 
of Osteopathic Examiners, 6-10 Kresze 
Bldg., Minot. 
OHIO 
Examinations June 20-22 in Columbus. 
Applications must be filed by June 10. 
Address H. M. Platter, M.D., secretary, 
State Medical Board, 21 W. Broad St., 
Columbus 15. 
ONTARIO 
Examinations May 28-31 in Toronto. 
Applications must be filed by May 1. 
Address Mr. John C. Beer, secretary, 
Board of Regents, Drugless Practition- 
ers Act, Room 615, 57 Bloor St., W.. 
Toronto 5. 
OREGON 
Professional examinations in July. 
Applications must be filed in advance. 
Address Mr. Howard I. Bobbitt, execu- 
tive secretary, Board of Medical Exam- 
iners, 608 Failing Bldg., Portland. 
Basic science examinations June 2 at 
the Lincoln High School, Portland. Ad- 
dress Charles D. Byrne, Ph.D., secretary, 
State Board of Higher Education, Eu- 
gene. 
PUERTO RICO 
Examinations September 4 in San 
Juan. Applications must be filed 3 
months in advance. Address Mr. Luis 
Cueto Coll, secretary, Board of Medica! 
Examiners, Box 3717, Santurce. 


RHODE ISLAND 
Basic science examinations May 9. Ad 
dress all communications to Mr. Thoma: 
B. Casey, Administrator of Professiona! 
Regulations, State Office Bldg., Provi- 
dence. 
SOUTH CAROLINA 
Examinations June 19 at Columbia 
Applications must be filed by June 4 
Address E. W. Pratt, D.O., secretar) 
Board of Osteopathic Examiners, ( 
Glebe St., Charleston 6. 


TESTERS 
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SOUTH DAKOTA 

Basic science examinations June 15-16 
in Vermillion. Applications must be filed 
by Tune 5. Address Gregg M. Evans, 
Ph.D., secretary, Basic Science Board, 
310 E. 15th St., Yankton. 


TENNESSEE 
/<aminations are held on the second 
Inesday in February and the last 
inesday in July at Nashville. Address 
E. Coy, D.O., secretary, Board of 
-..mination and Registration for Osteo- 
thie Physicians, 1226 Highland Ave., 


kson. 


TEXAS 
rofessional examinations June 14-16 
\ustin. Address M. H. Crabb, M.D., 
tary, Board of Medical Examiners. 
lical Arts Bldg., Ft. Worth 2. 
asic science examinations April 20- 
Applicants are urged to make ar- 
-aygements immediately. Address Mr. 
ord Kirk, chief clerk, Board of 
aminers in the Basic Sciences, 306 
alle Bldg., Austin. 


VERMONT 
-xaminations in June. Address Charles 
D. Beale, D.O., secretary, Board of 
Osteopathic Examination and Registra- 
tion, Mead Bldg., Rutland. 


WASHINGTON 

Professional and basic science exami- 
nations in July. Applications for the 
basic science examinations must be filed 
30 days in advance. Address all com- 
munications to Mr. Robert L. Smith, 
Director, State Department of Licenses, 
Olympia. 


WEST VIRGINIA 
Examinations June 27-28 at the Daniel 
Boone Hotel, Charleston. Applications 
must be filed by June 17. Address W. S. 
Irvin, D.O., secretary, Board of Oste- 
opathy, Middlebourne. 


WISCONSIN 

Professional examinations June 26 in 
Milwaukee. Address C. A. Dawson, 
M.D., secretary, Board of Medical Ex- 
aminers, River Falls. 

Basic science examinations June 9 at 
the Plankinton House, Milwaukee. Ap- 
plications must be filed by June 2. Ad- 
dress Mr. William H. Barber, secretary, 
Board of Examiners in the Basic Sci- 
ences, Watson and Scott Sts., Ripon. 


WYOMING 
Examinations June 4-5 in Cheyenne. 
Address Franklin D. Yoder, M.D., sec- 
retary, Board of Medical Examiners, 

State Capitol, Cheyenne. 


REREGISTRATION OF OSTEOPATHIC 
LICENSES 

April 15—Montana, $2.00 for resi- 
dents; $1.00 for non-residents. Address 
Asa Willard, D.O., secretary, Board of 
Osteopathic Examiners, Wilma Bldg., 
Missoula. 

May 1—Iowa, $1.00. Address Mr. 
Dwight S. James, assistant secretary, 
Board of Osteopathic Examiners, 200 
Walnut Bldg., Des Moines 9. 
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/apid 


FOR 
MUSCULO-SKELETAL 
ACHES AND PAINS 


ARTHRITIS ® 
RHEUMATISM ® 
BURSITIS ® 
MYOSITIS ® 
NEURITIS ® 
SCIATICA ® 
LUMBAGO 


GREASELESS + STAINLESS + VANISHING 


Xelief 


Rub A-535’s combination of time- 
proven ingredients, in a modern 


non-greasy, stainless, vanishing 
base facilitates rapid analgesic and 
counter-irritant action in the symp- 
tomatic treatment of a wide range of 
musculo-skeletal conditions. 
Rub A-535 contains four active in- 
edients: Camphor 1%, Menthol 1%, 
il Eucalyptus 42%, Methyl Salicy- 
late 12%. 
Rub A-535 may be used following dia- 
thermy, infra-red lamps, baking and other 
forms of physio-therapy. 


THE DENVER CHEMICAL MFG. CO., Ine. 
163 Varick Street, New York 13, N. Y. 


May 1—Washington, $2.00. Address 
Mr. Robert L. Smith, director, State 
Department of Licenses, Olympia. 


Before June 30— Delaware, $10.00. 
Address Joseph McDaniel, M.D., secre- 
tary, Board of Medical Examiners, 229 
S. State St., Dover. 


June 30—Virginia, $1.00. Address Kk. 
D. Graves, M.D., secretary, Board of 
Medical Examiners, 631 First St., S. W., 
Roanoke. 


July 1—Idaho, $2.00. Address Estella 
S. Mulliner, director, Bureau of Occu- 
pational Licenses, Department of Law 
Enforcement, Boise. 


July 1; within period of 60 days fol- 
lowing — Indiana, $5.00 for residents, 
$10.00 for non-residents. Address Paul 
R. Tindall, M.D., secretary, Board of 
Medical Registration and Examination, 


20 N. Pike St., Shelbyville. 


July 1—Kansas, $5.00. Address For- 
rest H. Kendall, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, 420% Pennsylvania Ave., Holton. 


July 1— Michigan, $5.00. Address 
Harry F. Schaffer, D.O., secretary, 
Board of Osteopathic Registration and 
Examination, 1375 Penobscot Bldg., De- 
troit. 


July 1—North Dakota, $3.00. Address 
Gordon L. Hamilton, D.O., secretary, 
Board of Osteopathic Examiners, 6-10 
Kresge Bldg., Minot. 


July 1—Oklahoma, $2.00. Address 
Kendall Rogers, D.O., secretary, Board 
of Osteopathy, 928 N. W. 23rd St. 
Oklahoma City 6. 


July 1—Tennessee, $5.00 to State Li- 
censing Board for the Healing Arts and 
$1.00 to the Osteopathic Board. Both 
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newly improved lipotropic formula 


meth 


suggested daily therapeutic dose of 9 capsules or 
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Hypercholesterolemia is often 
found in liver disease, diabetes, 
atherosclerosis and its associated 
coronary occlusion, hypertension, 
obesity and nephrosis.{ 


Accumulating evidence shows that 
lipotropic therapy, as available in 
Methischol, will help to normalize 
cholesterol and fat metabolism. By 
reducing elevated blood cholesterol 
levels in most patients, lipotropic 
therapy may “prevent or mitigate” 
cholesterol deposition in the 

intima of blood vessels. In liver 
disorders, lipotropic factors 

reduce excess fatty deposits and 
encourage regeneration of new 
liver cells. 
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fees payable to M. E. Coy, D.O., secre- 
tary, Board of Examination and Regis- 
tration for Osteopathic Physicians, 1226 
Highland Ave., Jackson. 


EXAMINATIONS BY NATIONAL 
BOARD 

The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday 
of each May and December at the six 
approved colleges. Application blanks 
may be obtained from the secretary, 
and the completed application blank, to- 
gether with a passport photograph and 
check for the part or parts to be taken, 


must be in the secretary's office by the 
November 15, or April 15 preceding ex- 
amination, Part III of the examination 
will be given in specific locations at the 
discretion of the Board for the conven- 
ience of the applicant. 

Examinations in Part I consist of 
anatomy, physiology, pathology, chemis- 
try, and bacteriology. Part II consists 
of examinations in mental diseases, sur- 
gery, obstetrics and gynecology, pediat- 
rics, public health, osteopathic theory 
and practice. Part III is an oral exami- 
nation. 

Address Paul van B. Allen, D.O., 
secretary, 1500 N. Delaware Street, 
Indianapolis 2, Indiana. 
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TUBERCULOSIS CONTROL: A TOTAL 
PROGRAM* 


By Rost. J Anperson, M.D., anno 
Epwarp T. Biomguist, M.D.+ 


In the past we have tended to think 
of the tuberculosis program in segments, 
We have thought in terms of case 
finding, medical care, or financial need, 
We have drawn sharp lines between 
these segments as if the whole progrim 
were divisible like a circle. It is rot, 
There are no sharp lines. The “seg- 
ments” are nct segments but names we 
have given to activities in an overl. p- 
ping, interlocking, and really continu 11s 
process. It is this total process which 
must be our concept and which m: st 
replace our traditional focusing on fr: -- 
tions of the circle. 


It is interesting that we have fal -n 
into this trap in two areas. For years, 
in tuberculosis, we approached the ; .- 
tient as a pair of lungs. We are Jea::- 
ing not to do this any more. We have 
begun to think of the patient as a to‘al 
person. We are concerned today mot 
only with his medical problems and wavs 
to meet them but also with his personal 
problems, his reactions, and his feelings. 


Modern medicine knows that unlc<s 
we deal with the total man we do not 
meet the problems of his illness. The 
medical profession—in public health, tie 
health department—is taking the respon- 
sibility for leadership not only in recog- 
nizing the “patient as a person” but in 
attempting to marshall the forces that 
can help him as a person. We find 
recurring evidences of this kind of medi- 
cal and public health consciousness. In 
some places we have eliminated the 
means test for admission to tuberculosis 
hospitals. In other places residence re- 
quirements have been relaxed. Some 
departments of welfare try to meet 
special needs caused by illness and will 
provide additional money for food or 
rent or clothing. Also hopeful, in a 
few places, is the absence of harsh 
and punitive attitudes in the use of 
forcible hospitalization for the so-called 
recalcitrant patient. 


As suggested earlier, we are doing 
better for the individual patient. We are 
beginning to meet his tangible needs. 
More than that, we are trying to meet 
some of his intangible needs, the psycho- 
logical and emotional problems and the 
resulting changing personal relationships 
caused by a crisis like tuberculosis 
Health departments are beginning to em- 
ploy medical social workers to help 
patients from the moment tuberculosis 
is suspected. We have found that mucl: 
personal tragedy and hardship can be 
averted when the patient’s problems are 
recognized soon enough and dealt with 
before they reach such proportions that 
the medical treatment is jeopardized. 


In some tuberculosis hospitals ther« 
are medical social workers giving direc! 
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social case-work services to patients and 
helping them meet their personal prob- 
lems. We know from experience that 
when these personal problems are met 
the patients are able to stay in the 
hospital and make full use of medical 
services offered. 

Our approach to the individual patient 
ecome more comprehensive because 


has 

our understanding of his needs has 
broadened. Now we must, in like fash- 
ion, broaden our thinking about the 
operation of our tuberculosis control 


prozrams so that they become the unified 
tal processes we mentioned earlier. 


and 

J: is true, of course, that in tubercu- 
losis control we have been severely 
handicapped by shortages of resources. 
We lave had to worry about paying 
for \-ray machines, about providing 
clinic sessions, hospital beds, nurses, 
laboratory technicians, and medical per- 
sonnel. We have had to firfd ways to 


meet our patients’ financial and psycho- 
logical problems with hospital budgets 
that hardly pay for pajamas—much less 
for psychiatrists. We still must de- 
velop more effective techniques for voca- 
tional rehabilitation, for example, of the 
semiliterate man who must not go back 
to heavy labor if he is to stay well. 

We are not ignoring these gaps in 
our techniques and our facilities. They 
are real—and we must be very earnest 
about them. There are times when there 
is no substitute for 10 needed hospital 
beds. But this paper will discuss—not 
the need for more facilities, but the 
possibility of better use of those we 
have so that tuberculosis control can 
become an orderly process and not just 
a conglomeration of case finding, sana- 
torium care, and rehabilitation. 

There can be no doubt that one of 
the greatest achievements in tuberculosis 
control within recent years was the de- 
velopment and growth of mass radiogra- 
phy. With the photofluorograph, it is 
economically sound and entirely feasible 
to X-ray entire communities. The fact 
that we can now screen vast population 
groups in a matter of weeks or months 
has great significance indeed for the 
future control of tuberculosis in this 
country. 

In the past several years, the tech- 
nique of community-wide surveys has 
been developed. Using this technique, 
we attempt to X-ray all the adults in a 
city, not just those in schools or indus- 
tries or selected neighborhoods. The 
program is conducted not by one agency, 
but by joint action of all pertinent 
groups in the community. 

The significance of the community- 
wide chest X-ray approach, however, is 
not confined to its speed and compre- 
hensiveness as a tuberculosis screening 
device, or for that matter, to the num- 
bers of unsuspected cases of tuberculosis 
it succeeds in revealing within a com- 
munity, or the number of sick people 
who get medical care. What is of far 


greater significance is the approach to 
tuberculosis control which the commu- 
nity-wide chest X-ray survey epitomizes 
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for greater patient comfort, prescribe Desitin 
Hemorrhoidal Suppositories in hemorrhoids 
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—an approach which should operate 
against the kind of practice which may 
be found in every part of the Nation. 


1. There is the tuberculosis control 
program in which the health officer or 
tuberculosis control officer has no part 
in hospital admissions and discharges 
although he should be in the best posi- 
tion to know who needs hospitalization 
and what priority would contribute most 
to the public health. Or in the matter 
of discharges, the health department 
often receives no prior notice that a 
patient will be discharged from the 
sanatorium so that proper planning for 
supervision is palpably impossible. It is 
a perennial paradox that those who pos- 
sess the basic information and ultimate 
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responsibility for communicable disease 
control are not consulted about determi- 
nations for patients with tuberculosis. 


2. In hospital construction programs 
the same thing happens. All too often, 
when States are planning expanded 
tuberculosis hospital construction, the 
hospjtal planning commission does not 
include representatives of the tubercu- 
losis control program or representatives 
of the local tuberculosis association. 


3. Nursing services too a se- 
verely handicapped segment. Because 
the division of nursing and the division 
of tuberculosis are administratively dis- 
tinct entities within a health department, 
sometimes even located in different build- 
ings, it becomes exceedingly important 
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that we insure medical supervision, con- 
sultation, and easy interchange of in- 
formation. When medical supervision is 
lacking and medical policies of follow-up 
are ill-defined it is inevitable that the 
public health nurse’s services will be 
dissipated. When there is no medical 
direction in the selection of cases for 


home visits, for example, we find staff 
nurses burdened with pursuing casual 
contacts while sick patients with positive 
sputum go without nursing supervision. 

When there is insufficient exchange 
of information, it is clear that all serv- 
ices must be handicapped. Although this 
applies throughout the program, it seems 


Journal A.0.A, 
April, 1951 


highly appropriate to mention it in cop- 
nection with nursing. Not only are 
nurses checkmated because we do not 
give them the medical direction they 
need, but they are exasperated because 
they know that they have an under. 
standing of the patient and his family 
problems and half the time we do not 
realize that they have this information 
and much of the time we develo; no 
means for them to communicate it to us. 


4. The sanatorium suffers too {rom 
the lack of coordination and planning, 
even from extreme isolation sometimes. 
Often the sanatorium director must take 
decisions regarding admission, with a 
minimum of medical information and 
no information regarding the paticnts’ 
personal and family problems. Pat ents 
come to the beleaguered sanatoriun di- 
rector totally unprepared for their c: irse 
of treatment. They are rushed into the 
sanatorium without the slightest idea 
of what is to be expected of them or 
what they can expect of their perio! of 
hospitalization. Many enter the na- 
torium over-optimistic about their 
noses. They are told to “go into the 
sanatorium for a month or so and get 
some rest.” These practices make for 
some of the most serious problems with 
which the sanatorium director must deal 
and often lead to the kind of behavior 
which we who cause it call “recal- 
citrant.” In matters of selective dis- 
charge, too, the sanatorium director's 
decision must sometimes be made with- 
out reference to the patient’s home situa- 
tion ‘or general social problem. 

5. Perhaps the least utilized resource 
for tuberculosis control is the social 
agency despite the fact that its services 
can contribute materially to our control 
efforts. It is true that we all remember 
instances where we attempted to use 
these agencies and were disappoitted 
because patients did not receive the serv- 
ices we had hoped for, and it is equally 
true that agencies are frequently ham- 
strung by appropriations which are 
pathetically inadequate for community 
needs. But it is also true that we health 
workers often do not realistically inter- 
pret patients’ problems to the agency 
and do not interpret the agencies to our 
patients so they can use the agencies 
effectively. It is essential that in the fu- 
ture we work for more _ coordinated 
planning between health and welfare 
agencies if we are to get the most from 
our community resources. In our com- 
munity-wide surveys we have found that 
efforts toward such coordination are well 
rewarded, and social agencies gain a 
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new understanding of the problems asso- 
ciated with tuberculosis. 

6. And most important is the patient 
himself. He is confronted by the diag- 
nosis of tuberculosis, beset by fears and 
anxieties about himself and his family, 
and overwhelmed by immediate and ur- 
gent problems of financing his medical 
care, providing for his family, and 
carine for his children. Moreover, he 
has been told firmly that he is a menace 
to the community! What has been hap- 
pening to sick men and women as a 
result of our lack of direction, our al- 
most haphazard management? 

How soon will the public health 
nurse learn of the diagnosis so that 
che will be able to give prompt 
assistance to the patient and the 
family? 

How will your sanatorium director 
know that the young woman on 
the waiting list who has positive 
sputum has a young baby and is 
deeply troubled at the prospect of 
hospitalization because she sees no 
way of arranging for satisfactory 
care for her child? 

Has the social worker in the health 
department fully interpreted tuber- 
culosis and the needs of tubercu- 
losis patients to the social and 
welfare agencies in the community? 
-Will social resources of the com- 
munity be called upon to provide 
available case-work or financial as- 
sistance ? 

-Are policies, rules, and regula- 
tions about hospital admission, for 
example, medically and _ socially 
sound ? 

—What happens to our patients 
whose needs are unmet largely be- 
cause they are unrecognized by the 
persons who are in a position to do 
something about them? 

There are many instances in which 
lack of coordinated planning between 
various agencies responsible for patients 
results not only in lack of full utiliza- 
tion of existing resources for the indi- 
vidual patient, but also results in incom- 
plete tuberculosis control. 
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Inc.,) Ottawa, Illinois. 


FOR SALE: Busy downtown Chicago 
practice and equipment of D.O.-M.D. in 
ractice 35 years. Address inquiries to 
r. M. J. Robinson, 55 E. Washington 
St., Chicago 2, Ill. Phone: State 2-2844. 


FOR SALE—RECONDITIONED X-RAY; 
electromedical and_ electrocardiograph 
equipment; available at_all district offices 
in United States and Canada; prices in- 
clude installation and operating instruc- 
tions by factory-trained engineers. Write: 
RN-200, GE X-Ray Corp., 4855 Electric 
Avenue, Milwaukee 14, Wisconsin. 


WANTED ANESTHETIST— Modern three 
year old 32-bed hospital desires full time 


ortunity. Grand Traverse Bay region. 
ontact Traverse City Osteopathic Hos- 
a. Traverse City, Michigan. 


resort. Splendid opportunity for well 
qualified young man. Price reasonable. 
tformation on request. Box 4517, THE 


WANTED: D.O. to take charge of new, 

modern, completely equipped, southern 
Oregon Osteopathic Clinic. Salary, per- 
centage basis, or outright Reccnese pos- 
sible. Box 4514, THE JOURN 


WANTED: A second hand Spinalator. 
Must be in good condition—Write Dr. 
Manly A. Brandon, 215 Sixth St., Lorain, 


FOR RENT: An office of four well-equip- 
ped treatment rooms with physical 
therapy facilities. A ten year -“~ 
Residential section of Pittsburgh. 
barking and access. A woman 
cian is desired. Box 4516. THE JOURNAL. 


anesthetist. Satisfactory commission ar- | 
rangements can be made. Excellent op- | 


FOR SALE: Office equipment and practice | 
in excellent location. Year round tourist | 
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The Menstrual Years of Life 


HE frequency with which the menstrual life of so many women 

is marred by functional aberrations that pass the borderline 
of physiologic limits, emph the imp of an effective 
uterine tonic and regul in the practicing physician's armo- 
mentarium. 

In ERGOAPIOL (Smith) with SAVIN the action of all the olko- 
loids of ergot (prepared by hydro-alcoholic extraction) is syner- 
gistically enhanced by the presence of apiol and oil of savin. Its 
sustained tonic action on the uterus provides welcome relief by 
helping to induce local hyperemia, stimulating smooth, rhythmic 
uterine contractions and serving as a potent hemostatic agent to 
control excessive bleeding 

May we a you a copy / of the booklet * “Menstrual Disorders”, 

ilabh our iH to physicians on request. 


P 


MARTIN H. SMITH COMPANY 


150 LAFAYETTE STREET, NEW YORK 13, W. ¥. 


ERGOAPIOL”.. SAVIN | 


THE PREFERRED TONIC - 
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(10 cents each). 


OSTEOPATHY—THE MODERN SCHOOL OF MEDICINE 


A brief non-technical discussion of the philosophy of osteopathy, by 
Percy H. Woodall, D.O. 32 pages, well illustrated. $10.00 per 100 


Extra TIES: 
| 50 yards for $1.00 


* 


Write for price lists 
on TECKLA’S 
high grade 
DOCTORS’ 
Office COATS 


TECKLA pays postage 
on all CASH orders 


TECKLA GARMENT CO., 26 Southbridge St., 


PATIENTS’ OFFICE GOWNS: 


Gentlemen: Please send us the following quantities of TECKLA 


(Backs open; inches...... or full length of 48". 
EXTRA TIES:........ yards Send C.0.D......... or Postpaid...... 
NAME 

Address 


1 
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menorrhogia, 
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CALIFORNIA 


ILLINOIS NEW YORK 


THOMAS J. MEYERS E. C. ANDREWS, D.O. Thomas R. Thorburn, D.O. 
Ph.D., D.O., F.A.C.N. Arthritis 
M 
Psychiatrist 900 East Center Street 
234 East Colorado Street Ottawa, Illinois 101 W. 57th Street 
Pasadena 1, California Phone 381 New York City 


CALIFORNIA MAINE ' OHIO 


LEE R. BORG Earl H. Gedney, D.O. EAST SIDE HOSPITA! 
D.O., F.A.O.B.Pr. S TOLEDO 5, OHIO 
Certified by the A.O.B.P. General Surgery 
oer and Member A. O. H. A. 
Disc Ligament Sclerosing Registered by A.O.A. 
est Santa Barbara Avenue 
Los Angeles, California Bangor, Maine OPEN STAFF 
AXminster 7149 Vacationland 


CALIFORNIA MISSOURI TEXAS 


WILFRED V. SLATER ANTHONY E. SCARDINO, D.O. DRS. 
Esthetic & Reconstructive PROCTOLOGY 


Dermatology & 


& 
PLASTIC SURGERY Syphilology HERNIA 
L.B. 49896 1449 W. Willow 929 Bryant Building 
By Appointment Long Beach, Calif. Kansas City, Mo. 


Mineral Wells, Texas 


COLORADO MISSOURI RHODE ISLAND 


HAROLD COE, D.O. F. C. TRUE, D.O. 
Philip A. Witt, D.O. F.A.O.CPr., SURGEON 
Urology and Surgery Proctologist 1141 Narragansett Blvd. 
: CRANSTON 5, R. I. 
1550 Lincoln Denver 501 Pine St. 


CHIEF SURGEON 
St. Louis 1, Mo. Osteopathic General Hospital of R.I. 


DISTRICT OF COLUMBIA NEW MEXICO 


Chester D. Swope, D.O. J. Paul Reynolds, D.O. “Cells of the Blood” 


By Dr. Louisa Burns 


Osteopathic Physician Roswell Osteopathic Clinic 
d Hospital 
———— Reduced to $1.50 
The Farragut Apts. 401 N. Lea 
Washington, D. C. Roswell, N. Mex. A.O.A. 


212 E. Ohio St., Chicago 11 
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LITERATURE 


For office, clinic or hospital. 


Made of strong, welded steel, 

enameled black, with green fibre 

backing, and black chain hanger. 

Size 20 in. x 164% in. Weight 2 

Ibs. 6 oz. (with crate 7 lbs.) 

Keeps literature clean and 
orderly. 


F.o.b. Chicago—$5.00 


AMERICAN OSTEOPATHIC 
ASSOCIATION 


212 E. Ohio St. Chicago 11, IIL. 


UROLOGY 


Special attention to Prostate 
conditions, including Trans- 


Urethral resection. 


GASTRO-INTESTINAL 


Special attention to resistant 


colon and rectal conditions. 


(Established 1933) 


918 Oak, Kansas City 6, Mo. 


Books Received 


CURRENT THERAPY 1951. Editor: How- 
ard F. Conn, M.D. Consulting Editors: M. 
Edward Davis, Vincent J. Derbes, Garfield 
G. Duncan, Hugh J. Jewett, William J. Kerr, 
Perrin H. Long, H. Houston Merritt, Paul A. 
O’Leary, Walter L. Palmer, Hobart A. Rei- 
mann, Cyrus C. Sturgis, and Robert H. 
Williams. Cloth. Pp. 699. Price $10.00. 
W. B. Saunders Company, West Washington 
Square, Philadelphia. 1951. 

INTRODUCTION TO SURGERY. By Vir- 
ginia Kneeland Frantz, M.D., Associate Pro- 
fessor of Surgery, College of Physicians and 
Surgeons, Columbia University; Associate At- 
tending Surgical Pathologist, Presbyterian 
Hospital, New York, and Harold Dortic Har- 
vey, M.D., Assistant Professor of Clinical 
Surgery, College of Physicians and Surgeons, 
Columbia University; Associate Attending 
Surgeon, Presbyterian Hospital, New York. 
Ed. 2. Cloth. Pp. 233, with illustrations. 
Price $2.75. Oxford University Press, 114 
Fifth Ave., New York, 1951. 

FIRST AID: SURGICAL AND MEDI- 
CAL. By Warren H. Cole, M.D., F.A.C.S., 
Professor and Head of the Department of 
Surgery, University of Illinois College of 
Medicine; Surgeon-in-Chief, Illinois Research 
and Educational Hospitals, Chicago, and 
Charles B. Puestow, M.D., F.A.C.S., Clinical 
Professor of Surgery, University of Illinois 
College of Medicine and Graduate School; 
Chief, Surgical Service, Veterans Adminis- 
tration Hospital, Hines. Ed. 4. Cloth. Pp. 
432, with illustrations. Price $4.00. Appleton- 
Century-Crofts, Inc., 35 West 32ud St., New 
York 1, 1951. 

EYE MANIFESTATIONS OF INTER- 
NAL DISEASES. By I. S. Tassman, M.D., 
Associate Professor of Ophthalmology, Gradu- 
ate School of Medicine, University of Penn- 
sylvania, Philadelphia; Attending Surgeon, 
Wills Eye Hospital, Philadelphia, Pa. Ed. 3. 
Cloth. Pp. 672, with illustrations. Price 
$12.00. C. V. Mosby Company, 3207 Wash- 
ington Blvd., St. Louis, 1951. 

PROGRESSIVE RESISTANCE  EXER- 
CISE. By Thomas L. DeLorme, B.S., M.D., 
Assistant in Physical Medicine, Massachusetts 
General Hospital; Consultant in Physical Med- 
icine, Long Island Hospital, Boston, and 
Arthur L. Watkins, A.B., M.D., Assistant 
Clinical Professor of Medicine, Harvard Medi- 
cal School; Chief of Physical Medicine, Mas- 
sachusetts General Hospital. Cloth. Pp. 245, 
with illustrations. Price $5.00. Appleton- 
Century-Crofts, Inc., 35 West 32nd St., New 
York, 1951. 

THE MICROKARYOCYTES, 
FOURTH CORPUSCLE AND THEIR 
FUNCTIONS. By K. G. Khorozian, A.B., 
M.S., M.D., Pineville, West Virginia. Cloth. 
Pp. 969, with illustrations. Price $12.00. 
Meador Publishing Company, 324 Newbury 
St., Boston 15, 1951. 

PEDIATRIC ALLERGY. By 
bot, M.D., Assistant Clinical Professor of 
Pediatrics, New York University-Bellevue 
Medical Center; Director of the Pediatric Al- 
lergy Clinic, University Hospital of New York 
University-Bellevue Medical Center; Consult- 
ant in Allergy; Downtown Medical Center; 
Assistant Physician, Allergy Clinic, Roosevelt 
Hospital. Cloth. Pp. 284, with illustrations. 
Price $4.50. McGraw Hill Book Company, 
330 W. 47th St., New York City, 1951. 

CHECK (Community Health Educator’s 
Compendium of Knowledge). By Clair E. 
Turner, A.M., Ed.M., D.Sc., Dr.P.H., Pro- 
fessor of Public Health Emeritus, Massachu- 
setts Institute of Technology; Assistant to the 
President, National Foundation for Infantile 
Paralysis; Consultant in Health Education, 
World Health Organization; Formerly Asso- 
ciate Professor of Hygiene, Tufts Medical and 
Dental Schools; Formerly Chief Health Edu- 
cation Officer, Institute of Inter-American 
Affairs; Formerly Visiting Professor of Health 
Education, School of Public Health, University 
of California. Cloth. Pp. 266, with illustra- 
tions. Price $3.00. C. V. Mosby Company, 
5207 Washington Bivd., St. Louis, 1951. 

AMBULANCE ANECDOTES. By Temple 
Fay, M.D. Cloth. Pp. 
Price $2.50. Charles C Thomas, 
301 E. Lawrence Ave., 


THE 


Robert Cho- 


Springfield, 1950. 


124, with illustrations. | 
Publishers, | 
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WEAVER'S 
NASAL 
FILTER 


Recommend the Weaver Nasal Fil- 
ter in the treatment of rose fever 
and nasal irritation due to inhalant 
allergens. Prevents most annoying 
dusts and pollens from reaching 
the nasal passages. Developed by 
well known osteopathic physician. 


A mechanical aid, individually fit- 
ted inside nostrils by trained tech- 
nicians, scarcely visible. More than 
130,000 satisfied users. Inquire of 
your surgical supply dealer or 
write for address of nearest fitting 
agency. 


NASAL FILTER CO. 
Dept. JO-1 
Columbus 15, Ohio 


| 


BASIC INGREDIENT 
QUALITY PLUS... 


KRUSE *75° 


Quality is the prime factor in the 
*KRUSE “75” . . . plus utility and 
service. 

The three handy exterior sliding com- 
partments, six interior adjustable bottle 
loops and utility pocket permit a sys- 
tematic arrangement of instruments and 
accessories. Sturdy construction, steel 
frame, attractive design, black genuine 
pigskin, chromium plated expansion 
lock and hardware, and comfortable 
carrying handles . . . this is the KRUSE 
“75”. Over all size 16” long, 8” wide, 
and 10” high. "Sold at 

*Reg. U.S. Pot. Of. Supply 


G. KRUSE & C0. 


S00 McCarter Hwy., Newark 5, N 
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Write for Sample 


The Alkalol Company, Taunton 23, Mass. 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


Journal 
April, 195] 


THE NEUROPSYCHIATRIC FOUNDATION, INC. 
Offers one and two year 


FELLOWSHIPS IN PSYCHIATRY IN THE 
MEYERS CLINIC, LOS ANGELES 


Training is available in the range of ambulant psychiatry 
emphasizing diagnosis and psychotherapy in coordina- 
tion with the psychologist and psychiatric social worker. 


STIPEND $2,400 PER. YEAR 
Graduates of approved colleges of Osteopathy are eligi/le. 
APPLY TO THE DIRECTOR 


THE MEYERS CLINIC 
800 SOUTH BERENDO ST. _—LOS ANGELES 5, CALIF. 


when 


OcCY 


the distinctive hypertonic polysulfate saline 
Write for trial supply: OCCY-CRYSTINE LABORATORY, Salisbury, Conn. 


quick, decisive laxative action is desired, 


CRYSTINE 


BET-U-LOL 


HUXLEY PHARMACEUTICALS 
521 FIFTH AVENUE, NEW YORK, N, Y. 


The Ethical Topical Anodyne | 
that Controls... PAIN in muscle, 
nerve and joint inflammations 
CONTAINS HYDRATE ENT 


THYL SALICYLAT 


ETHICAL ODIGNIFIED 


COSMO CERVIX COAGULATOR 


treatment of various 


A low temperature f 
thermo unit for the | 


w ECONOMICAL 


Announcements inform your friends, 
patients, associates of events affecting your 
ractice. Use them when opening an office, 
‘or a removal, a change of hours, a new 
association, etc. 


Paneled and unpaneled cards, 334” x 544”, 
or 4” x 5”, with matching envelopes, are 
available. The stock is pure white, rag 
content wedding vellum. Cards ma 
= printed or done in famous - 
int* raised-lettering. 
OUR PRICE: 250 Announcements 
plain printed, with ews 


PROFESSIONAL PRINTING CO., INC. 
202 Tillary Street, Brooklyn 1,N. Y. 4-4-1 


| * Reg. U.S. Pat. Off. 
Please send me samples of announcements | 

| 

| 


and copy of your BIG general catalogue. 
Dr. 


cervical conditions 
such as endocervicitis, 
cysts, erosions and 
etc. 


Used on 110 AC or 
Dc. 


Office treatment. 
No anesthetic re- 
quired. 

Shockproof, noiseless. 


Results free of ste- 
nosis. 


Three silver points. 
Controlled heat. 
Easy to operate. 


ONLY 


$9650 


COMPLETE 


COSMO 
CAUTERY CO. 


4215 Virginia Ave. 
St. Louis, Mo. 


50 | 
— 
| 
| ROFESSIONAL 
| PRINTING COMPANY, INC. 
| Largest Punters the Procsscoms 


Journal A.O.A. 
‘April, 1951 


One Out of Five 


Approximately one out of every five patients who 
enter your office are troubled with abnormal ti ht 
sphincter muscles of the lower bowel (anus). This 
condition may cause constipation, hemorrhoids, 
dysmenorrhea, nervousness and other associated 
ailments. 

If you are interested in doing more for your 
patients, than just 4 ordinary medication, why 
not try YOUNG’S RECTAL DILATORS? 


WRITE FOR 
YOUNGS 
LITERATURE 


AND REPRINTS DILATORS 


A 
Sizes 0, 1, 1¥2 and 2 Sizes 1, 1¥2, 2 and 3 
50 $5.75 


Available at ethical drug stores or from your 
surgical house. Sold on physician's order only. 
Write for dispensing prices. 


F. E. YOUNG AND COMPANY 


420 E. 75TH ST. CHICAGO 19, ILLINOIS 


GanAiden 


PRODUCTS 


(GAN-AIDEN)No. 2 


LOCAL ANESTHETIC 


Indispensable in Minor Surgery 


BY APPLICATION ff | 
NOT INJECTION 
An effective local anesthetic and No.2 


also an antiseptic and analgesic on 
all mucous membranes of the body. 


Quicker Action * Deeper Penetration 
Non-Toxic - Non-Irritating 


Free Liberal Sample 
and Literature 


Write on your letterhead direct to 
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NEW USES FOR A FAMOUS LEADER © 


Recent researches in Ethyl Chloride have 
discovered new uses for a world-famous prod- 
uct in the control of pain. By proper spraying 
with GEBAUER’S ETHYL CHLORIDE from 
the “dispenseal” bottle, in the adjunctive treat 
ment of Stiff Neck, Sciatica, Lumbago, and 
Sprains, pain can be stopped or greatly allevi- 
ated, often with very outstanding and gratify- 
ing results. 

Application of the Ethyl Chloride apparently 
breaks up vicious cycles of muscle spasm and 
pain resulting from trauma, chronic muscular 
strain, chilling, or visceral disease. Spraying 
of the skin overlying these areas releases the 
self-sustaining painful spasm. 

Important time can often be saved by the use of GEBAUER’S 
ETHYL CHLORIDE as a preliminary to manipulation, since 
desensitization of the area or areas to be treated makes it 

eap possible to proceed more quickly, and with a 
[ae minimum of pain and discomfort to the patient. 

For ADVERTISING More complete details and application pro- 

at ~ tse cedure may be obtained from your surgical 

remrriey supply dealer or by writing Dept. H, The 
Gebauer Chemical Company. 


When ordering specify fine jet stream. 


THE GEBAUER CHEMICAL COMPANY 
9410 St. Catherine Ave. * Cleveland, Ohio | 
“The rbccepted Standard Since 1902 


oC! awe 


e. FTHY 
| 
supply | A 
Please gend me your Current catalog: 
HOLLY LU URATORIES. 
\ so \ 


With a yearly contract, you can 
send “Osteopathic Magazine” 
for 81% cents a copy. 


A single order of “Osteopathic 
Magazine” will cost 9 cents a 


copy for the first 200. 


You can have your name im- 
printed on each copy you send 
for $1.00 per 100 magazines. 


Central office will mail your 
magazines for you at a rate of 
10% cents per copy, under a 
yearly contract, and 103%, cents 
for single orders. 


You still have time to order the 
May issue of “Osteopathic 
Magazine.” 


ulting Your Business 
On a Friendly Wasi 


S a practical businessman, you know that 
the best business contacts are those made on 
a friendly basis. Friendliness is especially impor- 
tant to you as a doctor because your patients put 
their confidence and trust in you. Indeed, the »::c- 
cess of your business depends upon the good pu lic 
relations you establish for yourself and your ; ro- 
fession in the community where you practice. 


There are many ways to establish good pu)lic 
relations for osteopathy. Your personal contact 
with your patients and friends is one of the best 
mediums for telling them about the profession 
you represent. 


There is another important way to do it, too. 
That way is to distribute OsTEopaTHICc Maca- 
ZINE which is designed not only to tell the story 
of the osteopathic profession, but also to answer 
your patients’ specific questions concerning oste- 
opathy and different disease problems. 


The May issue of OstTeopatTHic MAGAZINE 
features such articles as Country Doctor, intro- 
ducing the fictitious character, John Weatherby. 
D.O., who meets and solves a local health prob- 
lem. Other articles describe an interview with 


a French-Canadian stage star, an osteopathic 
patient, and tell the facts about the childhood 
disease, scarlet fever. 


AMERICAN OSTEOPATHIC ASSOCIATION 
212 E. Ohie St., Chicago 11, Hl. 


a4 
| 
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At the first sign 
of new or recurring 
peptic ulcer— 
Start the patient 
on— 


A Natural 
Healing Aid 
For the Relief 
And Prevention 
of Digestive 
Disturbance. 


Peptic Ulcers tend to recur. 


Esscolloid Antacid-Adsorbent 
helps remove causative factors. 


| Colloidal neutralization 


reduces painful hyperacidity. 


_Natural soft lubricant bulk 


assures normal peristalsis, 


corrects stubborn constipation. 


15 | 


Esscolloid Products are safe, 


_ drug-free and non-habituating. 


42 


Vitaminerals, Inc. 
Walker Vitamin Products, Inc. ............. 26 


Wallace & Tiernan....................................34 


24 | 


Mail coupon for Introductory Offer. 


THE ESSCOLLOID CO., INC. 
1620 Harmon Place 
Minneapolis 3, Minn. 
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FILM LIBRARY OF THE AMERICAN OSTEOPATHIC ASSOCIATION 


Sponsored by Committee on Professional Visual Education 
Martin E. Beilke, Chairman; John W. Mulford, O. A. Meyn 


All bookings must be made through the office of the American Osteopathic Association, 212 E. Ohio St., 


Chicago 11, Ill. Films must be reserved several weeks in advance to avoid conflicting dates and delays in 
transportation. Catalog will be sent free upon request to members of the profession contemplating the use 


of the films. All films are 16 mm. silent unless otherwise specified. 


AUDIENCE NO. OF TIME TO _ SERVIC: 
FILM NO. TITLE PRODUCED BY SUITABILITY REELS SHOW FEE 
1 Osteopathic Research — The Atlas Drs. Rice, Burns, Professional 3 50 min. $3.50 
Lesion & Hoffman 
7 Osteopathic Research — Second Lumbar Drs. Rice and Professional 3 45 min. $3.50 
ion Burns 
13 Osteopathic Research—Heart Disease— Dr. Ralph Rice and Either 1 30 min. $3.50 
Effects of Selected Spinal Lesions upon Dr. Louisa Burns 
Function and Structure of the Heart. 
SOUND and COLOR. 
2 Octenguthle Mechanics of the Dorsal Dr. Ralph Rice Professional 2 30 min $3.50 
rea 
3 Osteopathic Mechanics of the Pelvis Dr. Ralph Rice Professional 3 45 min. $3.50 
4 Osteopathic Mechanics—Anterior Occi- Drs. Wilson, Professional 15 min $2.50 
put Rice and Muir 
6 Osteopathic Mechanics — Fourth on Dr. Rice Professional 1 15 min $2.50 
Fifth Lumbar Lesion—A Symposium 
19 Osteopathic Mechanics — The First Dr. Rice Professional 1 20 min $2.50 
Thoracic (Symposium) 
22 Osteopathic Mechanics—Left Latero- Dr. Ralph Rice Professional 2 30 min. $3.50 
flexion Lesion of the Fifth on the 
Sixth Cervical Vertebra 
21 Osteopathic Mechanics— Right Latero- Dr. Ralph Rice Professional 3 45 min. $3.50 
flexion Lesion of the Fourth on the 
Fifth Lumbar Vertebra 
23 Osteopathic Mechanics—Left Anterior Dr. Ralph Rice Professional 3 45 min $3.50 
Sacral Lesion 
5 Osteopathic Therapeutics—Psoitis Drs. Rice and Professional 2 30 min $3.50 
Fryette 
8 Osteopathic Therapeutics — Anterior Drs. Rice and Professional 3 45 min $3.50 
Poliomyelitis Pritchard 
20 Osteopathic Therapeutics— The Treat- Drs. Riley and Professional 2 30 min $3.50 
ment of Laryngitis Rice 
12-12-A_ Athletic Injuries—The Charley Horse Drs. Ralph Rice Professional 2 30 min $3.50 
and the — Ankle. Professional and Wilbur Bohm 
and Lay Edition. (Specify which) 
10 Our American Feet, mechanics of feet, Dr. Q. L. Drennan Professional 2 30 min $3.50 
technic of fitting shoes 
11 The Anatomy and Mechanics of the Dr. H. E. Cly- Professional 1 15 min $2.50 
Foot and bourne 


9 


Anatomy and Physiology of the Feet 
Foot and Ankle Technic 
Foot and Fibula Technic 


Hypertrophy of the Prostate 
Standard Obstetrical Routine 
Posture 


Dr. H. E. Cly- 
bourne 
Dr. H. E. Cly- 
bourne 


Drs. Clybourne & 
Stinson 


Eastman Kodak 
The Mennen Co. 
Eastman Kodak 


Professional 


Professional 


Professional 


Professional 
Professional 
Either 


$2.50 
$2.50 
$2.50 


$2.50 
$3.50 
$2.50 


us 


G 
4 
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| 1 15 min. 
17 1 15 min. 
18 1 15 min. 
15 1 15 min. 
14 6 80 min. 
16 1 15 min. ‘i 


| 
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\Niabetes 


e Cardiovascular Diseases 
e Geriatrics 
Restricted Diets 


Why Viterra is Specifically Indicated 


The minerals, trace elements and vitamins in VITERRA are now known to 
play both prophylactic and therapeutic roles in many specific conditions 
eretofore unidentified with nutritional deficiency. 


DIABETES—VITERRA provides zinc, magnesium, iron and cobalt 
which have recently been found to prolong the hypoglycemic action of 
insulin. VITERRA also makes available additional vitamins and minerals 
necessary to protect the diabetic against deficiency states caused by the 
restricted diet. 


CARDIOVASCULAR DISEASES—The minerals, trace elements and 
vitamins in VITERRA, besides exerting essential electrolyte actions, are 
structural components of the many enzyme systems which help control and 
maintain all metabolic and functional activities of the heart and Blood vessels. 


GERIATRICS—Embrasive VITERRA therapy rapidly and effectively 
corrects and prevents the commonly encountered nutritional deficiency 
symptoms in the aged, caused by poor mastication, inefficient gastrointestinal 
function, restricted diet and food fadism. 


RESTRICTED DIETS—To hasten convalescence and help maintain 
optimal well-being—especially during conditions requiring a restricted diet. 


11M inerals and Trace Elements 
and 9 Vitamins in One Capsule 


Vitamin A. .5,000 USP Units 
Vitamin D....500 USP Units 
Thiamine HCl 
Riboflavin 3 mg. 
6 mg. tidoxine HCl..... 0.5 mg. 
Molybdenum....... 0.2 mg. iacinamide 
Phosphorus 
Pantothenate 5 mg. 
Tocopherols, Type IV. .5 mg. 
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most... Nupercainal Ointment 


provides prompt and prolonged 

relief of local pain and itching. This 
dependable analgesic contains 
Nupercaine® (dibucaine), a potent 
anesthetic. Nupercainal® Ointment has 
proved highly useful in a wide 

variety of painful conditions, an 
anesthetic-emollient for... 


Rectal Disorders 
hemorrhoids, pruritus ani. 
Mucocutaneous Lesions 
oral fissures, fissured nipples 


Dermatitis 
simple burns, X-ray 
dermatitis, intertrigo 


Aintment 


Issue: Nupercaine 1% is @ petrolatum-lan- 
olin base. Supplied in 1 ounce tubes with 
applicator and 1 pound jars for office use. 


Ciba Pharmaceutical Products, Inc., Summit, N. J. 
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